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New (2nd) Edition! ...Conant, Smith, Baker, Callaway & Martin’s 


Manual of CLINICAL MYCOLOGY 


This authoritative manual, which tells you how to 
recognize and treat fungus diseases, has been brought 
completely up-to-date for its New (2nd) Edition. 
For each disease it gives: definition, geographical 
distribution, source of infection, incidence, sympa- 
tomology, mycology, cultures and animal innocula- 
tion, pathology, immunology, differential diagnosis, 


prognosis and treatment. Photographs demonstrate 
the gross appearance of every disorder. It will prove 
a useful guide to every osteopathic physician who 
must in his practice establish or exclude the diag- 
nosis of fungus disease. 


W. B. SAUNDERS COMPANY ° 


Outstanding features of this edition include: new 
facts concerning the epidemiology and immunology 
of coccidioidomycosis and primary benign histoplas- 
mosis; standardized skin testing material for de- 
tecting sensitivity to cocciodin, histoplasmin and 
blastomycin; excellent sections on treatment: ete. 


By NORMAN F. CONANT, Ph.D., Professor of Mycology and Associate Pro- 
fessor of Bacteriology; DAVID TILLERSON SMITH, M.D., Professor of Bac- 
teriology, Duke University School of Medicine; ROGER DENIO BAKER, 
M.D., Chief, Laboratory Service, Veterans Administration Hospital, Durham, 
N. C.; JASPER LAMAR CALLAWAY, M.D., Professor of Dermatology, Duke 
University School of Medicine; and DONALD STOVER MARTIN, M.D., 
Chief, Bacteriology Section, Communicable Disease Center, Chamblee, Georgia. 
456 pages, 534” x 7%”, 202 illustrations. $6.50. New (2nd) Edition! 
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Sal Hepatica 


Antacid Laxallla 
FERVESCENT SAM 
On 


Acts So Promptly 


Because... 


SAL HEPATICA’S Action Has a Sound Pharmacologic Basis 


1. It is antacid and effervescent. Reduction of 
gastric acidity decreases emptying time of the 
stomach." 

Effervescent mixtures also shorten the emptying 
time.* 

Thus Sat Hepat quickly leaves the stomach to 
enter the intestine where its laxative action takes 
place. 

2. It stimulates intestinal peristalsis by its osmotic 


APERIENT 
CATHARTIC 


LAXATIVE SK 


L 


action. The fluid drawn into the intestine is a me- 
chanical stimulus to evacuation, which usually fol- 
lows promptly. 

Prompt, gentle laxation without griping follows 
the use of pleasant-tasting Sat Hepatica. The gastric 
hyperacidity so frequently accompanying constipa- 
tion is relieved, too, because SAL HEPATICA is antacid. 


References: 1. The Physiological Basis of Medical Practice, 1945, p. 486. 
2. New England J. Med. 235:80, July 18, 1946, 


ANTACID, EFFERVESCENT, 
SALINE LAXATIVE 


BRISTOL-MYERS CO. 
19 West 50 Street, New York 20, New York 
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there are more Picker 
100 ma x-ray combinations in active use 
today than any other similar apparatus 


because. whatever your x-ray need, there's 
a “Century” combination to fill it 
for example, you can choose among... 


it’s so easy lo use 60 ma, 100 and 200 ma capacity 


Single or twin-tube models 
Wide choice of rotating or stationary anode x-ray tubes 


it gives such consistent results 


it has such trouble-free stamina 


Somewhere in the broad “Century” line 
there’s a unit that’s right for you. 

Talk it over with your local Picker 
representative: he’s primed to serve you, 
not pressured to sell you. 


PICKER X-RAY | CORPORATION 
25 Sovth Broedway,| White Ploins, N.Y 
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a new 
broad-spectrum 
antibiotic 

of unexcelled 
tolerance 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 5 


cleared soll 


: TETRACYN TABLETS (sugar coated) 


BASIC PHARMACEUTICALS FOR NEEDS BASIC TO MEDICINE 


_ ann, including fever, 


English, A. R., et al.: 
Antibiotics Annual (1953-1954), 
New York, Medical 
Encyclopedia, Inc., 1953, p. 70. 


Brand of tetracycline hydrochloride 


Simple, dramatic proof of the effect- 
iveness of Tetracyn is offered by the 
characteristic rapid defervescence 
noted in the treatment of a wide range 
of susceptible infectious diseases. 
Think of Tetracyn whenever you take 
a temperature for an AIH response 

in Tetracyn-sensitive infections. 


250 mg., 100 mg. and 50 mg. 


TETRACYN ORAL SUSPENSION (amphoteric) 
(chocolate flavored) Bottles of 1.5 Gm. 
TETRACYN INTRAVENOUS 

Vials of 250 mg. and 500 mg. 


TETRACYN OINTMENT (topical) 
30 mg./gram ointment 
1% oz. and 1 oz. tubes 


536 Lake Shore Drive, Chicago 11, Illinois 


— 
Supplied 
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[FOR RAPID HEMOGLOBIN REGENERATION 


A Balanced Hemapoietic Combination 
for Macrocytic and Microcytic Anemias 
A stable coated tablet providing the best tolerated, non-constipating 


and most utilizable iron salt in synergistic combination with the 
accepted activators for rapid hemoglobin regeneration in anemias. 


EACH TWO TABLETS CONTAIN: | 


Iron Citropyrophosphate Thiamin Hydrochloride. ........ 
Copper Sulphate................ 2.1 mg. Riboflavin 

Ascorbic Acid Niacinamide 

Vitamin B12 USP q Folic Acid 


Liver Fraction No. 2............ 180 me. 


DOSAGE: One or two tablets daily or as 
required, SUPPLIED: In bottles of 100 tablets. 


NEOZYME 
TABGETS 


INDICATIONS: 


In the prevention and treatment of hemoglobin deficiency 
associated with the following conditions: 
@ MALNUTRITION 
@ CHRONIC HEMORRHAGE as in gastric ulcer, hemor- 
rhoids or menorrhagia. 
@ IN PREGNANCY AND LACTATION 
@ PRE-AND-POST-OPERATIVE SUPPORT 
@ IN CONVALESCENCE 
@ IN GERIATRICS WHERE THE FOOD INTAKE IS INADEQUATE 
@ POST ANTIBIOTIC THERAPY 
@ IN PROLONGED AND DEBILITATING ILLNESSES 
Neozyme Tablets contain in therapeutic proportions the si- 
multaneous availability of all the biocatalysts necessary for 
maximal hemoglobin synthesis and more effective hemopovesis. 


Samples and literature available on written request 


BARROWS 


CHEMICAL COMPANY, INC. 


Manufacturing Chemists 
BIOCHEMICALS PHARMACEUTICALS 


42 LISPENARD ST. NEW YORK 13, N. Y. 


6 
5 mg. 
5 mg. 
50 mg. 
= 
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weight 
control 
obstacles 


overcoming 


Obedrin 


and 

the 
60-10-70 
basic 
diet 


Write For 
60-10-70 Diet 
Pads, Weight Charts 
And Professional 
Sample Of 
Obedrin 


S. E. MASSENGILL CO. 


Bristol, Tennessee 


Patients can lose weight and maintain 
a restricted diet, in comfort, without 
undesirable side effects e 


2) EXCESSIVE DESIRE FOR FOOD 


Obedrin offers the full anorexigenic value of 
Methamphetamine to curb the desire for food, 
while counteracting mood depression. Patient co- 
operation is made easier. 


} NERVOUS TENSION 
To avoid excitation and insomnia, Pentobarbital 
is the ideal daytime sedative. It counteracts over- 
stimulation by Methamphetamine, but does not 
diminish the anorexigenic action. 


@ VITAMIN DEFICIENCIES 
Obedrin tablets contain adequate amounts of 
vitamins B, and B, to supplement the 60-10-70 
Basic Diet, but not enough to stimulate the ap- 
petite. 


& EXCESSIVE TISSUE FLUIDS 


Large doses of Ascorbic Acid aid in the mobiliza- 
tion of fluids, so often an obstacle in obesity. 


BULK NOT NECESSARY 


The 60-10-70 Basic Diet provides enough rough- 
age, so artificial bulk is unnecessary. The hazards 
of impaction caused by “bulk” producers is ob- 
viated. 


Each tablet contains: 
Semoxydrine HC1........ 
(Methamphetamine HCl) 


Pentobarbital.............. 20 mg. 
Ascorbic Acid.............. 100 mg. 
Thiamine HCI 


| 
| mg. 
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effective aid to digestion 
and assimilation of foods 


Special layered construction digeslamb tal 


ensures separately timed action 


of essential digestants for 
maxi aids protein digestion 
imum therapeutic effect through the release of HCl from 


: betaine hydrochloride and through 
Each CONVERTIN tablet provides: the subsequent action of the pan- 
a sugar-coated outer layer containing creatic enzyme, trypsin. 
Betaine Hydrochloride . 130.0 mg. 
(Equiv. 5 minims Diluted Hydrochloric Acid U.S.P.) 
Oleoresin Ginger Convekliw aids carbohydrate diges- 


surrounding an enteric-coated core of tion through the action of the 

Desenentin 62.5 mg. pancreatic enzyme, amylopsin. 
(Equiv. 250 mg. U.S.P.) 

Desoxycholic Acid .... 50.0 mg. 

Chlorophyllin....... 10.0 mg. Sontics 

e action of desoxycholic acid (a 

DOSAGE: 2 tablets with or just after pure bile acid) and the pancreatic 

meals; clinical experience has shown that enzyme, steapsin. And for patient- 

dose may be reduced, usually after comfort ...CONVERTIN contains the 
first week, at physician’s discretion, carminative, oleoresin ginger. 


B. F. ASCHER & COMPANY, INC. Available on prescription at 
Ethical Meditinals leading pharmacies in 


KANSAS CITY, MO. bottles of 84 and 500 tabtete, 


<Z > q 
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BRONCHIAL ASTHMA 


dramatic relief even in the “refractory” patient 


Even asthmatics who have proved refractory 
to all customary measures including epine- 
phrine (and even to other forms of ACTH) may 
benefit dramatically from HP*ACTHAR Gel. 

Fast relief in severe attacks of bronchial 
asthma can be confidently expected with 
HP*ACTHAR Gel given either subcutaneously 
or intramuscularly. HP*ACTHAR Gel may 
also provide long-lasting remissions. 

When used early enough, HP*ACTHAR Gel 
may become a valuable agent in prolonging 
the life span of the asthmatic. The authori- 
tative Journal of Allergy stresses: ACTH 
“should not be withheld until the situation 
is hopeless.”’ 


1. Editorial, J. Allergy 23: 279, 1952. 


(IN GELATIN) 


*Highly Purified. HP*ACTHAR® Gel 
is The Armour Laboratories Brand 


mone—Corticotropin (ACTH). 


| 
ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY CHICAGO 11, HLLINOIS 


Ais 
~~ 
of Purified Adren ticotropic Hor- 
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MEDI-SONAR 


ULTRASONIC GENERATOR 


lat in Quality 
The Dallons MEDI-SONAR is a precision 
ultrasonic instrument having — by all com- 
parisons — many exclusive features. The 
superior quality of the MEDI-SONAR re- 
flects the finest engineering skill, excellence 
of the components and knowledge that 


comes from years of manufacturing quartz #1000—(1000 Kc) 

transducers for radar and other high pri- 

ority government uses. Now! Models 
TO MEET EVERY NEED 

lat tn Aduanced Design WITH OR WITHOUT 

Ultrasonic Heads deliver uniform activity, BASE CABINET 


accurate dosage and reproducible output. 
The oscillator section and power supply 
defies all competition. All claims are backed up with a written guarantee. 
For highest quality and more real value, be sure to see the Dallons MEDI- 
SONAR ... approved by Underwriters Laboratories! 


Professional Literature on Request 


ALLONS LABORATORIES, INC. 


“FIRST” in Ultrasonics 
5066 Santa Monica Blvd., (Olympia 1951) Los Angeles 29, Calif. 


FILL 1 Please send full information (JAOA) 
MAIL 
THis I 
J} Send Literature Have Representative Call 
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CHECK pain, fever and discomfort 
of COLDS, GRIPPE, FLU 


| CHECK the advantages of 


more rapid, refreshing relief 


assured fluid intake 


protective alkaline factor 


notably well-tolerated 


safer control—R, only 


Availability: Box of 50, individually foil-wrapped 
tablets. 

NOTE: Apamide-Ves offers your arthritic patients a 
pleasant change. It is especially valuable for those who 
cannot take salicylates. 


Samples and literature upon request 


AMES 
COMPANY, INC- ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 
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PROFEXRAY 100 MA-100 KV 
COMBINATION MODEL TC-3C 
RADIOGRAPHIC AND FLUOROSCOPIC UNIT 


onty $3180 Maywood, III. 


For example, here’s a full 100 MA-100 KVP (not just 
10 MA at 100 KVP) Combination Radiographic and 
Fluoroscopic Unit that will fill all your needs. Yet, it’s 

so simple to use that even an office assistant can easily 
learn to take and develop perfect radiographs — at the 


i 


actual time of installation. 


YOU GET ALL THIS AND MORE 


Check these important EXTRA features in 
the Profexray TC-3C unit: 


. Complete focal spot protection of the tube 
at ALL MA, time and KV factors. 


. Console Control (not small pedestal type). 


. Simplified controls with clear, accurate 
calibrations. (You don’t have to use a mag- 
nifying glass to get the setting you want!) 


. Electronic Timer — for chest exposures as 
fast as 1/20 second. 


. Separate Tube Stand — for added flexibility 
in handling equipment and patients. Per- 
fectly balanced in all table positions. 6-foot 
chest radiographs can be taken without 
manually measuring distance from each 
patient. 


PROFESSIONAL EQUIPMENT CO. 


1409 NORTH FIRST AVE., MAYWOOD, ILL. 


3180 


For still more proof — read Profexray’s exclu- 
sive triple guarantee... 


1. Profexray units offer much more in con- 
venience, accuracy and construction fea- 
tures than any apparatus of comparable 
power — and Profexray costs far less. 


2. Our representative will call at your con- 
venience — and give you full details of Pro- 
fexray performance, price and convenient 
credit terms — with absolutely no obliga- 
tion to you. 


3. If you decide to take advantage of Profex- 
ray — you must be 100% satisfied that you 
yourself or your assistant can take and 
develop as fine a radiograph as you have 
ever seen, using your very own unit at the 
time it’s installed — or the equipment will 
be removed without charge or obligation. 


Doetor, can you afford NOT to investigate 
Profexray further? Write, phone or wire 
COLLECT — TODAY — to have our repre- 


Wore Than 16,000 Profemay Units Now In Use Throughout The World 


13 
2 
i 
| | 
A 
rofexray | 
| 
ative call on you at your convenience. 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS ome ~ A.O.A. 


| a heal advance in control of ny 
rheumatic pain and spasm 


greater predictability * greater safety 


mephenesin “solubilized”* by sodium salicylate 


MEPHOSAL (capsules, tablets, elixir) combines the safe, 
skeletal-muscle relaxant mephenesin made freely soluble 
by the primary rheumatic analgesic, sodium salicylate — 

and thus more readily available. The result is predictable, 
faster relief from pain and spasm in over 70% of rheumatic 
patients as against 55% with salicylates alone, and unpredictable 
relief with comparatively insoluble mephenesin alone. 


~ IMPORTANT—now 3 dosage forms of MEPHOSAL—for greater flexibility and convenience. 


Each capsule contains: 
MEPHOSAL CAPSULES 
Sodium Salicylate 
Broad — ; general (does not contain homatropine methylbromide) 
rheumatic therapy Dose: 1 or 2 capsules every 3 or 4 hours. 


MEPHOSAL TABLETS Each tablet contains: 
Mephenesin 
For rheumatic cases with Sodium Salicylate 
associated g.i. disturbance Homatropine Methylbromide 
Dose: 2 or 3 tablets every 3 or 4 hours. 


MEPHOSAL ELIXIR Each teaspoonful (4 cc.) contains: 


Mephenesin 
For rheumatic cases with He Salicylate 


associated g.i. disturbance Homatropine Methylbromide 
Dose: 1 teaspoonful every 3 or 4 hours. 


Special note: MEPHOSAL TABLETS and MEPHOSAL ELIXIR 
both contain homatropine methylbromide. 
All dosage forms should be given preferably after meals or with a little milk. 
There are no real contraindications to the use of MEPHOSAL— no fear of serious toxic reactions—no fear of blood dyscrasias. 
Dlease —when prescribing specify the dosage form clearly. 

SAMPLES and 
literature on request. CROOKES LABORATORIES, INC. (Creches) MINEOLA, N. Y. 


*Patent applied for Therapeutic Preparations for the Medical Profession 
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Yes 


contains: 


in-mi Riboflavin 2 mg. 
a vitamin mineral Pyridoxine Hydrochloride.................. - 0.1 mg. 
Niacinamide 


o 


formulation 


rich in iron, 
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vitamin B,, 
4 Magnesium 
and folic acid i, Phosphorus 


Potassium 
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With other B-Complex Factors from Liver. 


536 Lake Shore Drive, Chicago 11, IMlinois 
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‘ 
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te 
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each capsule of 
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\ 
Ferrous Sulfate U.S.P. 45 
Folic 0.83 mg. 
Ascorbic Acid... 50g. 
VitaminA.. 5,000 U.S.P. Units 
. 


Reducing Diets + Diabetic Diets + Geriatric Diets + Postoperative Diets 
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nutrition 
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Peptic Uleer Diets + 


Two “Clusivol” capsules (average daily dosage) provide: 


Vitamin A (synthetic) ................ 25,000 U.S.P. Units 
Vitamin D (irradiated ergosterol) 2,000 U.S.P. Units 
Vitamin C (ascorbic acid) .................... 150.0 mg. 
Thiamine mononitrate (B:) .................. 10.0 mg. 
Pyridoxine HC] (Be) 10 mg. 
Panthenol, equivalent to ........................ 10.0 mg. 

of calcium pantothenate 
Vitamin Biz U.S.P. (crystalline) .......... 2.0 mcg. 
Vitamin E (as mixed tocopherols 

Choline—from choline bitartrate............ 30.0 mg. 


No. 293—Supplied in bottles of 100 and 1,000. 


Low Sodium Diets 


Ayerst Laboratories * New York, N. Y. + Montreal, Canada 


Hepatic Disease Diets * Rheumatic Fever Diets 
20.0 mg. 
Cobalt—from cobalt sulfate .................... 0.1 mg. 
Copper—from copper sulfate ................ 1.0 mg. 
Fluorine—from calcium fluoride............ 0.025 mg. 
Iron—from 4 gr. ferrous sulfate exsic.... 76.2 mg. 
Calcium—from dicalcium phosphate ... 165.0 mg. 
Manganese—from manganous sulfate. 1.0 mg. 
Iodine—from potassium iodide .............. 0.15 mg. 
Molybdenum—from sodium molybdate. 0.2 mg. 
Potassium—from potassium sulfate........ 5.0 mg. 
Zinc—from zine sulfate 12 mg. 
Magnesium—from magnesium sulfate... 6.0 mg. 
Phosphorus—from dicalcium 


Ideal multiple-vitamin preparation for dietary supplementation 


— 
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When in the judgment 
of the physician... 


- The success or failure of conception control in any given case is 
of immeasurable importance to the patient concerned 
and the physician whose advice has been sought. 


Only the physician is qualified to select the technic best 
adapted to the needs of the patient. 


©1953, JULIUS SCHMID, INC. 


HEN in the judgment of the 

physician, jelly alone is suffi- 
ciently protective, RAMSES® Vaginal 
Jelly* is a contraceptive of choice be- 
cause (1) it occludes the os uteri for at 
least 10 hours after coitus, and (2) it 
immobilizes the spermatozoa in the 
fastest time recognized by the official 
Brown and Gamble technic. 


HEN in the judgment of the 

physician, the diaphragm-jelly xd 
technic is required the RAMSES TUK-A- ee 
way® Kit provides all the essentials for : 
maximum occlusive and immobilizing 
action. Each kit contains a RAMSES . 
Flexible Cushioned Diaphragm of pre- at Ag 
scribed size, a RAMSES Diaphragm In- = 
troducer, and a regular size (3-o0z.) tube 
of RAMSES Vaginal Jelly. 


gynecological division 


JULIUS SCHMID, INC. 


423 West 55th Street, New York 19, N. Y. 


quality first since 1883 


*Active agent, dodecaethyleneglycol monolaurate 
5%, in a base of long-lasting barrier effectiveness. 


©ros3, JULIUS SCHMID, INC, 
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new 
dermatologic 
principle 


topical anticholinergic for skin disorders... 


PRANTAL CREAM 2% 


50 Gm. tube 


for local control of pruritus, sweating 


rapid relief in contact dermatitis, 
atopic eczema, dyshidrotic eczema, 
neurodermatitis, hyperhidrosis, 

and poison ivy dermatitis 


PrantTAL® Methylsulfate 
(brand of diphenmethanil 
methylsulfate) 
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Mandelamine‘ admitted to 


In selecting “therapeutically active agents... which reflect the best state of medical knowl- 
edge today,” and meet the requirements of its policy on scope, the U. S. P. Committee 
on Revision has admitted to the U. S. P. XV 


METHENAMINE MANDELATE known to you as MANDELAMINE. 


In urinary tract infections, MANDELAMINE provides bacteriostatic and bactericiddl action 
of approximately the same order as sulfonamides or streptomycin. Unlike sulfonamides 
and antibiotics used in urinary tract infections, bacteria do not develop resistance to 
Mandelamine; this makes Mandelamine especially suited for long continued therapy of 
chronic conditions. No serious toxic effects have ever been reported as a result of 


Mandelamine therapy. The only contraindication is renal insufficiency. 


Adult dosage: 3 to 4 tablets t. i. d. Children: in proportion 


NEPERA 


Chemical Co., Inc. 


Pharmaceutical Manufacturers + Nepera Park + Yonkers 2, N. Y. 
“Mandelamine” is a trademark Reg. U. S. Pat. Olf. of Nepera Chemical Co., Inc., for its brand of methenamine mandelate. 
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in the grossly obese APPETITE REDUCTION PLUS PROTECTION 


Oboce 


In treating the grossly obese, 
consider the important three- 
protection of Obocell Com- 
plex: 


1. Protection against hunger 
pangs 


2. Protection for the damaged 
liver 
3. Support for co-enzymes 


Each Obocell Complex Capsule 
supplies: 


*irwin-Neisler's Brand of High Vis- 
Methylcellulose 
Bottles of 50 and 500 


A definite relationship exists between gross obesity 
and liver damage. Zelman' reports on 20 cases of 
gross obesity. All cases showed both laboratory 
and histologic evidence of liver damage. 

Obocell Complex not only provides protection 
against liver damage but also suppresses the ap- 
petite, satisfies bulk hunger, and supplies im- 
portant vitamins. Hence, it provides three-way 
protection for your heavily overweight patient. 


1. Zelman, S.: Arch. Int. Med. 90:141, 1952. 


IRWIN, NEISLER & COMPANY 


DECATUR ILLINOIS 
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d-Amphetamine Phosphate 
Choline Bitartrate. ......200 mg. 
Thiamine Mononitrate. .. .0.8 mg. 
mg. 
Niacinamide............ 8 mg. 
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With G-E diagnostic x-ray units, you can 
=start small. 


of the three General Electric diag- MAXICON line can be built up 
nostic units shown here will give you BE a step at a time. Add compo- 
the results you have a right to expect within Fi. nents as you need them. 
the range of service you need. All provide ‘} 
modern radiographic and fluoroscopic facili- 
ties . . . each is built to the exacting standards 
naturally associated with General Electric. 
And remember — you can get any of these 
units — with no initial investment — under 
the G-E Maxiservice® rental plan. What's 
more, if you want to upgrade or “trade-in” 
your rented unit, there's no obsolescence loss. 
Get all the facts from your G-E x-ray 
representative, or write X-Ray Department, Progress is our most important product 
General Electric Company, Milwaukee 1, 


Wisconsin, for Pub. R-6, GENERAL ELECTRIC 


MAXISCOPE® gives you every feature you've sought IMPERIAL begins where conventional x-ray units 
in conventional x-ray apparatus — fast, consistent leave off — gives all technics new ease and facility 
results for both radiography and fluoroscopy. with exclusive features previously unobtainable. 
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ae 4 / SCHENLEY LABORATORIES, INC., NEW YORK 1, NEW YOR 7 | 
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LOW-CALORIE! 


calories per double- 
added sug- 


eaten breads, for Ry-Krisp is 
ook for the 


our patients to | 
KRISP 


so crisp, 8° chewy one eats —_ 
more slowly and so is satis- ee mts the package and 
fied with less. on each wafer. 
DELICIOUS! 
So appeti ing cers en- 
joy it without “fattening 


“pEsIGN FOR REDUCING” 
For adults, 1200 and 1900 calories. 
In booklet form to give your 


patients. 


protein, minerals, B- “THROUGH THE LOOKING 
vitamins of whole-gram rye. For teen-age girls, 1500 
booklet form to give 
WATCHER” 
Booklet to help easy 
overweight. Calorie 
400 foods. 


U 
SE COUPON TO ORDER 


send (indicate quantity) 
| 66 “Design for 
booklet Reducing” 


“Through the Looking 
Glass” booklet 


RALS 
PURINA COMPANY 
erboard Square, St. Louis 2, Mo 
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to support the healthy... 


Wer 


a vitamin-mineral formulation 


of 21 balanced factors, 
supplementing the depleted diet 


each capsule of “ ‘contains: 


5,000 U.S.P. Units 
500 U.S.P. Units 
Thiamine Hydrochloride ........................ 3 mg. 
3 mg. 
Pyridoxine Hydrochloride .................... 0.5 mg. 
Calcium Pantothenate ...........0..0............. 5 mg. 
Mixed Tocopherols (Type IV) .............. 5 mg. 
1 mg 
Todine 0.15 mg 
10mg 
Mangan epg, 1 mg. 
6 mg. 
Mol 0.2 mg. 
Phos p 165 mg. 
Potassi 5 mg. 


to fortify the sick... 


high-potency capsules 
specifically designed to 
meet increased nutritional 
needs during illness 


each capsule of 

contains: 

1,000 U.S.P. Units 
Thiamine Mononitrate ........................... 10 mg. 
Vitamin By, .............. .. meg. 
0.15 mg. 
80 mg. 


Zinc 1.2 mg. 


‘ 
‘ 
4 4 
® 
Zinc ........ 1.2 Mg. 
536 Lake Shore Drive, 
Chicago 11, Illinois 
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How Carnation 
protects the baby’s 


formula from 


farm to bottle 


Guards Your Recommendation 
Five Important Ways 


1. Continuous research at Carnation 
Laboratories guards the purity and 
nutritive values of Carnation Milk. 
Here, also, new and improved proc- 
essing methods are developed. Infor- 
mation gained through research is 
channeled to the Carnation Farms, 
to Carnation Plants throughout the 
country, and — through Field Service 
Men —to Carnation supplier dairy 
farmers from coast to coast. 


3. Carnation supplier 
dairy herds are inspected 
regularly by Carnation 
Field Service Men. Only 
milk meeting Carnation’s 
high standards is accepted. 


5. Carnation store stocks 
are date-coded and 
inspected regularly by 
Carnation salesmen to 
assure uniform freshness 


and high quality. + 


A NEW IDEA! 


More and more physicians are suggest- 
ing the use of reconstituted Carnation ~ 
Milk during the transition from bottle 


to cup, to avoid digestive upsets and 
encourage baby’s ready acceptance of A 
milk from the cup. 


Journal A.O.4, 


June, 1954 


2. From the famous 
Carnation Farms near 
Seattle, dairy cattle from 
world champion 
bloodlines are shipped 
to supplier herds to 
help improve the 
Carnation milk supply. 


4. Every drop of Carnation 
Milk is processed solely 
by Carnation, in 

_ Carnation’s own plants, to 
Carnation’s high standards, 
assuring constant high 
quality, uniformity. 


The milk 


every doctor knows! 
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FLORIDA CITRUS COMMISSION, LAKELAND, FLORIDA 
ACCEPTED FOR ADVERTISING IN JOURNALS OF THE AMERICAN MEDICAL ASSOC 10N 
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ACCEPTED ACTH GEL. 
More economical than ever! 


New Price Reduction! 


2 DEPARTME NT 1-12 
221, ‘South Western Boulevard 


PALATABLE 
TRIPLE 


BUFFONAMIDE 


Each 5 cc provides: Irs tasty, Cherry PENSION 
Sulfacetamide ......0.166 gm. Vopr & 
Sulfadiazine. .......0.166 gm. S “Peay, 
Sulfamerazine ...... 0.166 gm. to ai ot? 


buffered with sodium citrate 0.5 gm. 
Wide Spectrum—Highest blood levels — Safe—Minimal Side Effects— Highest 


Potency —Economi 
or, at your prescription store. 


S.J. TUTAG AND COMPANY 


19180 MT. ELLIOTT AVENUE e DETROIT 34, MICHIGAN 


| 
| 
| Chicago 9, Hlinois 
illons. ......$22.95 each 
| 
“Pharmaceuticals With a Dividend’’ 6 
| 
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THE PRICELESS QUALITY 
BUILT INTO EVERY UNIT 


GOMCO THERMOTIC 
DRAINAGE PUMPS 


@ Whar is the price of reliability in equipment? When 
it means a unit ever-ready to do its important job 


month after month, year after year—a unit you can 
always count on—then its value to the clinic or 
hospital is beyond price. 


Gomco units have gained this reputation through years 


of use. Gomco Thermotic Drainage Pumps are widely 
used in leading hospitals for their gentle, on-off suction 
so essential in post-operative drainage where delicate 
tissues must be protected. Automatic, they operate 
indefinitely without attention other than emptying the 
gallon suction bottle. A trap bottle protects against 
overflow damage in the Gomco No. 765 model, while the 
Gomco No. 765-A has the added protection of Gomco's 
exclusive Aerovent Overflow Valve. There are no 
moving parts to wear out or make any noise. Ask your 
supplier about these investments in gently, completely 


reliable suction service. 


GOMCO SURGICAL MANUFACTURING CORP. 
$30-M E. Ferry St. Buffalo 11, N.Y. 
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AVAILABLE 
EVERY WHERE 


Help young parents enjoy a relaxing 
vacation... without the anxiety of 
having to hunt for baby’s milk. Rec- 
ommend Pet Evaporated Milk — it’s 
available in grocery stores every- 
where. And whenever and wherever 
it’s obtained, Pet Milk is uniform in 
composition and quality. 


Infant Formula 


3 
MILK COMPANY, ARCADE BUILDING, ST. LOUIS 1, MISSOURI 
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Enriched bread, representing the bulk of bread 
consumed today, makes significant nutrient 
contributions to the dietary and to the nutri- 
tional health of the American people.! Bread 
cannot be regarded merely as an energy food. 
Instead, it is an important purveyor of many 
nutrients which a large proportion of our pop- 
ulation would never receive in adequate 
amounts if enriched bread were not available 
on so large and wide a scale.? Here is what 
modern day enriched bread provides: 


VITAMINS: Containing specified amounts of 
thiamine, riboflavin, and niacin, enriched bread 
makes a significant contribution to the satis- 
faction of these vitamin requirements. En- 
riched bread has played an important role in 
virtually eliminating frank deficiency diseases 
and materially reducing subclinical deficiency 
states resulting from dietary inadequacies in 
these essentials.? 


MINERALS: By providing substantial amounts 
of calcium® and of added iron, modern en- 
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riched bread goes far in satisfying the needs 
for these substances. For example, six ounces 
of bread on the average provides approxi- 
mately 15 per cent of the day’s recommended 
calcium allowance for adults and 38 per cent 
of the iron allowance. 


PROTEIN: The protein of commercial bread is 
of high biologic value because it is a mixture 
of wheat flour protein and milk protein, the 
latter derived from added nonfat milk solids.* 
One pound of enriched bread furnishes about 
39 Gm. of protein. 


ECONOMY: At its present day low price, 
bread represents an outstanding nutritional 
“buy.” It provides not only generous amounts 
of essential nutrients, but also readily avail- 
able food energy. These features truly make 
enriched bread one of America’s basic foods. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


REFERENCES 


1. Sebrell, W. H., Jr.: Trends and Needs in Nutrition, 
i ‘A. M.A. "152: 42 May 2) 1953. 


2. Flour and Bread Enrichment, 1949-50: Prepared 
The Committee on Cereals, Food and Nutrition 


, National Research esearch Council, 1 1950. 


3. Data furnished by the Laboratories of the Ameri- 
can Institute of Baking, Chicago, Illinois. 


4, Soom, H. C.: Chemistry of Food and Nutrition, 


“a New York, The Macmillan Company, 1952, 
pp. O12 597-600; 646. 


AMERICAN BAKERS ASSOCIATION 


20 NORTH WACKER DRIVE 


CHICAGO 6, ILLINOIS 
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elling down 


TABLET 


NEOHYDRIN 


RAND OF CHLORMERODRIN 


NORMAL OUTPUT OF SODIUM AND WATER 


Individualized daily dosage of NEOHYDRIN -=- 1 to 6 tablets a day as needed -- 
prevents the recurrent daily sodium and water reaccumulation which may occur 
with single-dose diuretics. Arbitrary limitation of dosage or rest periods to 
forestall refractivity are unnecessary. Therapy with NEOHYDRIN need never 
be interrupted or delayed for therapeutic reasons. Because it curbs sodium 
retention by inhibiting succinic dehydrogenase in the kidney only, NEOHYDRIN 
does not cause f 4 _ side actions due to widespread enzyme inhibition 


Prescribe NEOHYDRIN in bottles of 50 tablets. 


There are 18.3 mg. of 3-chloromercuri-2-methoxy- 
propylurea in each tablet. 


Leadership in diuretic research 
LAKESIDE LABORATORIES, INC-MILWAUKEE 1, WISCONSIN 
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The Need for Research in Physical Medicine 


PHILIP J. RASCH, M.A., C.T. 


Assistant Professor, Department of 
Physical Medicine and Rehabilitation 
College of Osteopathic Physicians and Surgeons 


INTRODUCTION 

Of all the forms of medical treatment, none is 
older than the technic of physical medicine. Anthro- 
pologists would be hard put to cite a tribe so primitive 
that its medicine men were not familiar with the use 
of hot springs and other modalities of physical medi- 
cine. Today the glamor surrounding “wonder drugs,” 
“miracle antibiotics,” shock therapy, and similar forms 
of treatment has directed the attention of medical re- 
searchers largely into the chemical and electrical fields. 
The result has been that the technics of physical medi- 
cine still rest largely on traditional and empirical bases. 
It is the purpose of this paper to discuss some of the 
gaps and contradictory statements found in physical 
medicine literature in order to indicate some problems 
which should be examined by appropriate research. 


NEEDED RESEARCH 

By far the greater portion of physical medicine is 
centered around muscle function. Contracture of the 
smooth muscle of an artery may cause hypertension ; 
striated muscles are subject to poliomyelitis and other 
diseases; failure of the muscles of the heart is one of 
the main causes of death of the middle-aged American 
male. In the years during and since World War II 
there has occurred renewed interest in the role of exer- 
cise in the treatment of physical disabilities. The influ- 
ence of DeLorme, Watkins, and others has resulted in 
a general acceptance of the fact that the practice of 
progressive resistance exercises is a beneficial proce- 
dure in the development of muscular strength and bulk 
following poliomyelitis, amputation, and other condi- 
tions resulting in atrophy and weakness of muscular 
tissue. 

How does exercise achieve its results? MacCal- 
lum? suggests that functional activity increases the as- 
similative processes of the cells so that they increase 
in size and functional power. Acting on this theory, 
systems of physical development have been devised in 
which the practice of moderate progressive resistance 
exercise is combined with extensive supplemental feed- 
ings of proteins, vitamins, and minerals. While claims 
that individuals following such a routine make amazing 
gains in strength and physical development have been 
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published, studies using controls have not yet been 
reported. 


It is evident that the question of the relationship 
between exercise and nutrition is one of fundamental 
importance for any discussion of the value of exercise 
in physical treatment. Could those who have labored 
with heavy progressive resistance exercises have 
achieved equal, or perhaps even better, results with 
less work and better nutrition ? 


It is a matter of general observation that muscles 
which are not used tend to atrophy. One of the princi- 
ples of physical medicine is that exercises should be 
given as early as possible. If there were any form of 
diet which would promote more rapid healing of 
wounds and thus enable the patient to start exercising 
sooner, his rehabilitation would be speeded up. Em- 
pirical experience on the part of athletic trainers sug- 
gests that vitamin C may be of value in this respect. 
Staton’ reports that there is some evidence that the 
administration of vitamin C concentrate may be effec- 
tive in reducing the severity of postexercise muscle 
soreness. Even more recently, the British Society of 
Chemical Industry devoted a meeting to “Nutritional 
Reappraisals.”* The use of Vitamin C in a limited way 
in hospitals was described. Further scientific evidence 
for the value of vitamin C in promoting rapid healing 
of bones and muscles is required. 


Physical therapists contend that ultraviolet irradia- 
tion results in physical improvement. Only meager 
evidence supporting this contention is available. Allen 
and Cureton* found that when a group of students 
were given irradiation treatment three times a week, 
they improved their scores in a cardiovascular test and 
in a neuromuscular test significantly more than did the 
controls. Treatment of Scandinavian children with 
massive doses of vitamin D (calciferol, 250,000 I. U.) 
suggested that the effect obtained by ultraviolet irradia- 
tion also can be gained by the vitamin D feeding.® 
There remains the possibility in these studies that im- 
provement of physical performance by ultraviolet ir- 
radiation may have indicated that the subjects initially 
had a vitamin D deficiency. Research is needed in 
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which the blood levels of vitamin D are calculated be- 
fore irradiation is given and in which the results 
achieved by subjects with various nutritional levels are 
compared. 

The influence of DeLorme on the medical ac- 
ceptance of progressive resistance exercise has been 
mentioned above. The variance in technics employed 
to administer such exercises is as good an example as 
could be cited of the confusion which exists in the field 
of physical medicine because sufficient basic research 
has not been done. DeLorme* originally suggested ten 
to fifteen repetitions to be done at a time, with a total 
of about seventy to one hundred repetitions. Zinovieft* 
found this was too exhausting for his patients, and 
recommended a modification in which the weight was 
reduced at the end of each ten repetitions. Watkins* 
employed only three sets of ten repetitions each. The 
first set was done with 50 per cent of the maximum, 
the second set with 75 per cent of the maximum, and 
the final set with the maximum. McGovern and Lus- 
combe® accepted the general validity of Watkins’ 
method, but inverted it and performed the maximum 
movements first, reducing the weight to 75 per cent 
of the original total for the second set and to 50 per 
cent for the third set. 

It is only fair to note that there is nothing new 
about any of these systems. Weight trainers have been 
using them for many years, referring to them respec- 
tively as “the single progressive system,” “the light 
and heavy system,” “the heavy and light system.” To- 
day the body builders commonly use three sets of only 
five repetitions each. The competitive weight lifters 
usually do one repetition of a maximum weight. Since 
weight trainers were far ahead of the specialists in 
physical medicine in appreciating the benefits of pro- 
gressive resistance exercise, it is at least possible that 
their system of training may be superior to that now 
used in the hospitals. In 1948, Gillette and Knowlton’® 
remarked : 

. .. the literature was noteworthy for the paucity of systematic 
studies of training programs. At the present time, however, 
to the authors’ knowledge, there has been no attempt made to 
evaluate different strength-building regimes; what, if any, ad- 
vantage one form of resistive exercise has over another; or 
whether endurance-building can be substituted for strength- 
building, or is interchangeable with it. 

In the same article Gillette and Knowlton reported on 
quadriceps resistance exercise given patients at the 
Atlanta Veterans Hospital. They concluded that there 
were no statistically significant differences between the 
total improvement resulting from the various systems 
tested, but that improvement seemed to continue for 
different lengths of time. 

It is possible that different systems may be better 
for different conditions or purposes. The advanced 
body builders tend to have larger muscle girths than do 
the weight lifters, but they are not as strong. The 


whole question of the relation of muscle volume to, 


muscle strength is obscure. Hellebrandt and others" 
found that training with the DeLorme system produced 
a visible hypertrophy of the biceps, but they were un- 
able to demonstrate any increase in strength of elbow 
joint flexors by use of the Martin strength test. Cure- 
ton’? quotes a study by Carpenter in which it was 
found that the girth of the forearm, corrected for fat, 
correlated only .53 with flexor and extensor strength. 
Russell and Fischer-Williams'’ have reported that 
weight training after poliomyelitis often increases con- 
siderably the number of times that the weight can be 
lifted without having any very obvious effect on the 
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curve of recovery from poliomyelitis, so far as strength 
is concerned. 

What proportions of the apparent strength gains 
by those training with progressive resistance exercises 
are due to hypertrophy of muscles, changes in the 
structure of the myofibrils, more efficient use of thx 
muscles, modifications in the central nervous system. 
et cetera are only matters for conjecture. There is a 
cemplete lack of experimental evidence relating thes: 
physiologic phenomena. 

Neither is it clear whether exercises done to ; 
definite rhythm are more effective than those whic! 
are not. Uzick™ stated that weight trainers achieve: 
better results when they timed their exercises by ; 
periodically ringing bell, but reports no experimenta 
data to substantiate his contention. DeLorme* specifie 
that exercises should be done rhythmically, but give 
no reason for this stipulation, while Hellebrandt' 
notes that the exact cadence is rarely set and need no’ 
be constant. 

Similarly, it is not known whether different form: 
of exercise affect the muscles differently. Would : 
muscle group exercised by barbell training achiev: 
identical results with one trained with dumbbells: 
What would happen if spring resistance were substi 
tuted for weight resistance? How valuable would a 
system of isometric training prove? Some weight lift- 
ers have tried training with weights which they knew 
were too heavy for them to lift, using a rack to sup- 
port the weights in the desired position. 

Exercises may be conducted in different media 
such as air and water. It is known that the extremel) 
weak person can obtain some degree of movement in 
water when his own body resistance is too great for 
him to overcome in the air, but nearly the same benefits 
can be achieved by counterbalancing or by suspension. 
Is there any advantage or disadvantage to continuing 
hydrotherapy after the patient has attained a certain 
minimal strength level? Some boxing coaches do not 
permit their teams to swim and some swimming 
coaches forbid their students to participate in gym- 
nastics because they feel that the type of muscular de- 
velopment resulting from such activities would be 
detrimental to peak performance. 

Among weight trainers there is a theory that 
muscle girths become larger if the trainer does rot 
follow his workout with a shower. Are there any 
differences other than size and shape between the ira- 
ditionally “short knotty” muscles of the weight lifter 
and the “long smooth” ones of the swimmer? Denny- 
Brown” states that physiologic hypertrophy is not as- 
sociated with any known change in excitability or 
EMG pattern except a liability to muscle cramp-. 
peripheral cramps occurring particularly in former 
athletes. No loss of sodium can be demonstrated an! 
no relief is afforded by the ingestion of sodium 
chloride. The muscles of the calf and the small muscle~ 
of the feet seem particularly vulnerable to such attack-. 
The actual changes in muscles and nerves responsi’: 
for such conditions are unknown. 

Recent studies'*:"**"® indicate quite clearly that the 
traditional assumption that weight training results *) 
slowness of movement is without foundation. Occ: - 
sionally a physiatrist will send a patient to a correcti\ © 
therapist with a prescription calling for “quickening 
exercises.” Traditionally, this results in table tenni-. 
with perhaps a progression to badminton. Perhaps t!- 
idea that such activities can increase speed of movc- 
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ment is no more soundly based than the idea that 
weight training reduces speed of movement would ap- 
pear to be. 


Wagman and Leese*® timed muscle action poten- 
tials elicited in response to electrical stimulation of the 
ulnar nerve. They found that in the aged these became 
slower, with a consequent increase in reflex time. 
They suggest that this may be due to selective degen- 
eration of the largest fibers supplying the muscles, the 
lowered oxygen supply and consequent lowered me- 
tabolism of the nerve cells as well as of other tissue 
cells, and the lowered temperature of the nerves and 
deep tissue. If it is granted that exercise tends to de- 
lay muscular degeneration, increase metabolism, and 
raise the body temperature, it is conceivable that the 
results might be to delay the onset of increased reflex 
time and thus render older people safer automobile 
drivers and more efficient workers in industry. 


On the other hand, we cannot afford to ignore 
the question which has been raised by Morris and asso- 
ciates.** May exercise actually be harmful if taken up 
late in a chairborne life? Robinson** has recorded 
cases in which primary thrombosis appeared in normal 
veins in otherwise healthy individuals as a result of 
muscular effort. Keys** states that the question of ha- 
bitual differences in the level of physical activity has 
scarcely received any research attention in the study 
ot heart disease. 

The whole matter of prescribing exercise for the 
ill or the aged is confused by the lack of any satisfac- 
tory way of indicating dosages. The words “light” or 
“moderate” as applied to exercise may have a very 
different meaning for one patient or doctor or therapist 
and another. Nicoll** warns that weak muscles can be 
poisoned by overdosage with exercise. The need for 
some way of indicating dosages, perhaps in foot 
pounds per unit of time, must be met before there can 
be any really scientific method of prescribing exercise 
therapy. Nor is this situation true for the infirm 
alone. Cureton® has written that “Tables are needed 
of exercises arranged progressively according to the 
demands upon the cardiovascular systems of normal 
subjects.” 

Over 50 years ago, Wissler and Richardson** con- 
firmed still earlier studies indicating that muscle size 
and resistance to fatigue increase on one side when the 
opposite side is exercised. Both Hellebrandt and co- 
workers"! and Slater-Hammel*’ have recently revived 
the study of this subject and suggest that the princi- 
ples involved might serve as a useful therapeutic tool 
in cases in which contralateral muscle groups are im- 
mobilized. The mechanism of this “cross education” is 
not entirely clear. It has been shown by Lowenthal, 
Harpuder, and Blatt®® that exercise did not produce 
significant changes in the circulation of inactive muscle 
groups. In an EMG study by Shulman’® it was found 
that raising the right thigh produced no activity in left 
thigh muscles in normal individuals, but in cases of 
anterior poliomyelitis, raising the right thigh seemed 
to result in activity of the left hamstrings. The ques- 
tion of “cross education” will require much additional 
work before it can be validated as a proved addition 
to the aramentarium of physical medicine. 


Any consideration of the role of therapeutic ex- 
ercise must include the question of strength versus 
endurance, and this brings up the problem of the way 
in which endurance is developed. The older theory 
was that endurance resulted when one pushed himself 


past the point of fatigue; the newer one is that it re- 
sults from short, sharp bursts of activity from which 
one need not actually become fatigued. The whole 
question of endurance exercises versus strength exer- 
cises is practically undiscussed in the literature. 


Since the work of Hill, it has been generally ac- 
cepted that the velocity of the contractile component 
of muscle decreases as the load increases. But this 
was validated on normal subjects; Sandow*® has re- 
cently pointed out that we do not know whether it is 
true in the case of abnormal subjects and suggests that 
it might be very rewarding to investigate load-velocity 
relations in myopathies. 


Somewhat analagous is the way in which Sher- 
rington’s demonstration of reciprocal innervation of 
antagonistic muscles in decerebrate animals was wide- 
ly accepted as applying to normals. Recent studies by 
Levine and Kabat*! show that reciprocal innervation 
can be demonstrated in the human in cases of spas- 
ticity, but in normal movement its existence seems 
doubtful. Arguing that EMG evidence contradicts the 
principle of reciprocal innervation, Ralston and Li- 
bet®* have called for a restatement of the evidence 
upon which the conception of active muscle tone rests. 
It is quite likely that large portions of commonly ac- 
cepted principles of physiology and kinesiology may 
have to be re-examined as research in this field pro- 
gresses. 

With all exercise in the therapeutic situation, the 
doctor and therapist are confronted with the problem 
of patient motivation. Gillette and Knowlton’® noted 
that “from purely clinical observation, those patients 
who had the greatest motivation demonstrated the 
greatest improvement,” and Russell and Fischer-Wil- 
liams have commented on the “surprising achievements 
of the patient really determined to stimulate his weak 
muscles.”?* It would be of value to know what differ- 
ences would appear in individuals following the same 
exercise program but with differences in motivation. 

Whatever exercise does, the results are certainly 
very closely connected with circulatory changes. In 
the words of Barcroft and Millen,** “. . . it is gen- 
erally agreed that the rate of blood flow through con- 
tracted skeletal muscle has an important bearing on the 
chemical processes proceeding in that tissue...” Yet, 
as Lowenthal and his coworkers** have commmented : 

The changes in peripheral and visceral blood flow of nor- 
mal men during activities of daily life have not been studied 
systematically. . . . Beyond doubt blood flow is markedly in- 
creased during and after exercise in contracting muscle and in 
coronary blood vessels. Measurements of these increases in 
man afford great technical difficulties. 

The traditional technic for studying problems of 
circulation in the limbs has been by use of a plethysmo- 
graph. This depends upon measurements of the 
amount of air or water displaced when an increased 
quantity of blood causes a rise in the volume of the 
limb. Not only is such an apparatus bulky and incon- 
venient to use, but the fact that it must be air- or water- 
tight almost prohibits any movement more violent 
than grasping by the fingers or movement of the foot. 
Landowne and Katz** point out that it has been neces- 
sary to assume that when a pneumatic cuff placed 
around a limb proximal to the plethysmograph was sud- 
denly inflated to a pressure which would occlude venous 
outflow but not impede arterial inflow, the resulting 
increase of limb volume would indicate the rate of 
blood flow. 
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In such experiments it has never been possible to 
demonstrate that complete venous occlusion was actual- 
ly achieved or that such occlusion does not significantly 
alter the rate of blood flow before it is possible to take 
a measurement. Certainly inflation of the cuff is 
accompanied by some tissue distortion in the parts 
proximal thereto. Under the circumstances it is not 
remarkable that we have almost no direct information 
on the very important questions of the effect of exer- 
cise on circulation. 


The method of using the whirlpool bath to im- 
prove circulation has usually consisted of sitting quietly 
with an arm or a leg in the bath while the machine did 
the work. Were any benefits achieved from this tradi- 
tional procedure? Mennell** has a very definite opinion 
about the value of such treatment: 

Anything more truly unscientific it is hard to imagine 

than to apply heat to a part which is motionless and dependent, 
such as, for instance, during the application of a whirl-pool 
bath. . . . The heat attracts an increased vascular supply, the 
massage effect of the whirl-pool or aerated bath is almost zero 
from the point of view of removing chronic oedema, and par- 
ticularly if muscular activity is not continuous. . . . To apply 
heat in dependency without muscular activity seems to be as 
good a device for preventing repair as could well be imagined. 
It would seem to be a good example of the abuse of treatment, 
rather than the use of it. 
Here is a rather obvious case in which a study of the 
effect of exercise on circulation, the optimum dosage, 
et cetera may have a very direct effect on a standard 
modality of physical medicine. 

The whole problem of determining conditions for 
which physical treatments should be prescribed needs 
to be studied. It is not a common practice to prescribe 
exercise for pneumonia patients, yet in the Army it 
was found that 

Patients with pneumonia afford the best opportunity for 
reconditioning of all the medical patients. It has been found 
that as soon as they are afebrile, they may begin to exercise.” 

One wonders what the effect would be if exercise 
were started even sooner. *McCloy*? mentions that 
“During the war, some patients were exercised by 
mistake while having a fever as high as 103°, with 
apparent benefit to the patient!” 

Obviously, studies in this field would require very 
carefully controlled experimentation. In certain infec- 
tious diseases, physical medicine treatments might act 
to spread the infection throughout the body. Neverthe- 
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less, one cannot but feel that here is a case in which 
the bounds of our present knowledge need extension. 
Within recent years certain apparatus have been 
developed which promise the researcher new and more 
successful avenues of attack on the problems of physi- 
cal medicine. There are now strain gauges in which 
changes of volume in a limb can be observed by gal- 
vanometric recordings of the output of a Wheatstone 
bridge. Since the bridge can be connected to the gal- 
vanometer by a length of wire, the output is afforded 
a considerable degree of freedom of movement. Even 
more hopeful are developments which promise to re- 
sult in the transmission of physiologic data by means 
of radio broadcasting sets so small they can be at- 
tached to the subject without hindering his movements 
or requiring a direct connection with the recording 
instruments. With such telemetering equipment, the 
researcher now stands on the threshold of an era in 
which, for the first time, it will be possible to obtain a 
holistic view of man in motion. No more exciting vista 
could open before those who desire their medical prac- 
tices to be based on science instead of empiricism. 


SUMMARY 

Physical medicine is the oldest form of medical 
treatment, but comparatively little scientific research 
has been done in the field. 

The literature contains little or no verifiable data 
on the value of different technics and types of exercise, 
interrelationship of nutrition and other methods of 
treatment, the effects of exercise on the aged, the pre- 
scription of exercise, the use of cross education, the 
existence of reciprocal innervation in normal individ- 
uals, motivation, the use of exercise in combination 
with other modalities of physical medicine, or the value 
of exercise in certain diseases. With the use of equip- 
ment that has recently been devised to measure physi- 
ologic changes during activity and with the employment 
of proper research technics it should be possible to 
place physical medicine procedures upon a scientific 
basis instead of an empirical one. 
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INTRODUCTION 
The diet of the mother is one of the primary 
problems of pregnancy. Food habits often represent 
long-time family habits—they may be almost heredi- 
tary. Women in general do not change their food 
habits appreciably during pregnancy; education and 
motivation are required to produce improvements.* 


A deficient diet before pregnancy requires that 
special emphasis be placed upon the diet during the 
first trimester.*2, The toxemias of pregnancy have been 
associated with the nutritional state, especially the 
protein intake, at the beginning of pregnancy.* Ac- 
cording to Burke and her associates* only 10 per cent 
of 216 pregnant women studied consumed the pro- 
tein allowance (85 grams) suggested for the latter 
half of pregnancy by the Food and Nutrition Board 
of the National Research Council; 68 per cent con- 
sumed less than 70 grams; 38 per cent consumed less 
than 50 grams; and 14 per cent consumed less than 
45 grams. 


How severe a maternal nutritional deficiency must 
be before the fetus is affected is unknown; the fetus 
may be affected more severely than the mother. A 
mother with latent beriberi may give birth to a child 
with congenital beriberi.© An iodine deficiency which 
causes only enlargement of the thyroid gland in the 
mother may produce cretinism in the child.® 


Several studies have been made of the effects of 
diets on the outcome of pregnancy and the develop- 
ment of the fetus. Ebbs, Tisdall, and Scott’ studied 
three groups of women during the last half of preg- 
nancy. The first group on a low income diet was 
provided with enough supplements to produce an ex- 
cellent nutritional level. The second group from a 
high income level was taught an excellent diet for 
pregnancy. The third group on a low income diet 


_ *Presented as ® pest of the Symposium: Effects of, Intrauterine 
Environment on the Fetus, at the Fifty-Seventh Annual Convention of 


the American Osteopathic Association, Chicago, July 15, 1953. 


Kirksville, Mo. 


was used as a control. The results of this study were 
as follows: 

1. The incidence of miscarriages, stillbirths, and 
premature births was much higher in the women on 
the control diet. 

2. The incidence of illness in the babies up to 
the age of 6 months and the number of deaths result- 
ing from the illnesses were many times greater in 
the control group. 

3. All babies that were lost came from mothers 
in the poor diet group. 

In England during World War II, milk and 


vitamin supplements were provided for pregnant 
women.’ Stillbirths dropped 35 per cent, and the 


neonatal death rate dropped proportionately. 

Smith,® reporting on the results of the famine 
in Rotterdam, Holland, during the winter of 1944 and 
spring of 1945, found that 50 per cent of the women 
suffered from amenorrhea and were presumably in- 
fertile. Amenorrhea disappeared with the return of 
food. The birth rate 9 months after the period of 
famine was about one third of the usual rate. 

Information concerning the effect of the famine 
during the siege of Leningrad, Russia, has been con- 
tributed by Antonov.*® During the first half of the 
siege, the impaired nutrition of the mothers during 
pregnancy resulted in a 5.6 per cent increase in still- 
births, 41.2 per cent increase in premature births, and 
21 per cent increase in neonatal death rate. During 
the next 6-month period amenorrhea was widespread, 
and there was a sharp drop in the birth rate. 


DIETS FOR PREGNANT WOMEN 


Diets have been developed for nutrition of the 
normal individual and for the pregnant woman. The 
differences are based upon activity and upon the 
alterations which occur during pregnancy. Table I lists 
the recommended daily dietary allowances for non- 
pregnant and pregnant women." 
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TABLE I—RECOMMENDED DAILY DIETARY ALLOWANCES 


Iron 
mg. 


Calcium 
gm. 


Protein 
gm. 


Woman Calories 
123 Ib. 


(56 kg.) 


Vitamin A Thiamine Ribo- Niacin Ascorbic Vitamin 
I.U. mg. flavin mg. Acid LU. 
mg. 


Sedentary 2,000 60 1.0 12 

Moderately Active 2,400 60 1.0 12 

Very Active 3,000 60 1.0 12 

Pregnancy, Latter 2,490 85 1.5 15 
Half 

Lactation 3,000 100 2.0 15 


5,000 1.0 1.5 10 70 
5,000 1.2 1.5 12 70 
5,000 1.5 1.5 15 70 
.6,000 25 15 100 400 
8,000 1.5 3.0 15 150 400 


An increase in calories, protein, calcium, thiamine, 
riboflavin, niacin, and ascorbic acid is recommended 
for the latter half of pregnancy. Vitamin D, which 
is not required by the normal adult, is added to the 
diet during pregnancy."! A diet recommended by Lull 
and Kimbrough? advocates much greater amounts of 
protein and of vitamins, especially vitamins A and C. 
These authors are of the opinion that many of the 
problems of pregnancy can be eliminated by a high 
protein diet. An additional feature of their diet is 
the adoption of six meals 3 hours apart instead of 
the usual three meals a day. 


Another innovation is the adoption of the ‘Basic 
7” plan for the selection of foods.*t The diet based 
on this plan supplies all of the requirements for the 
normal individual. Foods in general are placed in 
seven groups. The foods in each group have a simi- 
lar nutrient content. At least one food in each group 
should be included in the daily diet. Table II lists these 
seven groups, the number of servings from each group 
per day, and a few examples of the foods in each 
group. 


MATERNAL ALTERATIONS WHICH OCCUR 
DURING PREGNANCY 

Additional demands are imposed on the maternal 
organism during pregnancy,’* and its composition as 
well as its physiologic processes are altered. The 
nutritional requirements, particularly of protein, are 
elevated during the latter half of pregnancy. There 
is an over-all increase in active body tissue protein—in 
the placenta, uterus, mammae, and fetus. The basal 
metabolic rate is increased by 20 per cent. Digestion 
and absorption from the intestinal tract are often 
altered in early pregnancy. There is an increase in 


blood volume with a parallel decrease in concentration 
of many of the blood constituents. A new endocrine 
gland, the placenta (trophoblast of the ovum), is 
formed, which produces hormones throughout preg- 
nancy. This new organ regulates the transfer of 
nutrients from mother to fetus. 


PROTEIN IN MATERNAL DIET 


The protein of the maternal diet has been given 
more attention than any of the other constituents. 
Animal proteins are preferred to plant proteins be- 
cause they usually contain the essential amino acids." 
The essential amino acids and recommended daily 
intake are listed in Table ITI. 


TABLE IlI—RECOMMENDED DAILY AMINO ACID INTAKES 


Recommended 

Amino Acid Daily Intake 
Grams 

L-Leucine 2.2 
L-Isoleucine 14 
L-Valine 1.6 
L-Phenylalanine 2.2 
L-Tryptophan 0.5 
L- Methionine 2.2 
L-Threonine 1.0 


The last four amino acids are those that are 
most frequently absent from proteins, particularly 
plant proteins. The amino acid requirements of preg- 
nancy are not known, but probably histidine and 
arginine are required in addition to those listed. 

The diet never contains a pure protein. Proteins 
are obtained by eating a natural food which usually 


TABLE II—THE BASIC-7 FOOD GROUPS 


Representative Foods 


Group Type of Food Servings per Day 
J Leafy and yellow 1 or more 
vegetables 
II Citrus fruits, tomatoes, 1 or more 
raw cabbage 
Ill Potatoes and other 2 or more 


vegetables and fruits 


IV Milk, cheese, ice cream Children 3-4 cups 
Adults 2 or more 

V Meat, fish, eggs, beans 2 or more 

VI Cereals, bread Daily 

VII Butter Daily 


Also: Sugar, jellies, and desserts for calories. 


String beans Carrots 
Spinach Squash 
Lettuce 
Oranges Tomatoes 
Raw cabbage 
Potatoes Apples 
Beets Bananas 
Onions Raisins 
Milk, all forms Cheese, 
all kinds 
Beef Organs 
Poultry Dried beans 
Eggs 
Whole grain bread Rice 
Spaghetti Crackers 
Butter 


Fortified margarine 
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contains protein together with other substances such 
as fats, carbohydrates, vitamins, minerals, and others. 
The white of an egg, egg albumin, which is a mix- 
ture of six proteins, is probably the nearest pure 
protein included in the diet..* Of the six purified 
proteins of egg albumin, four possess special biologic 
activity. Two of these proteins may be injurious to 
the individual—avidin which inactivates the vitamin, 
biotin, and ovomucoid which inactivates the intestinal 
protease, trypsin. 

Plants are the original source of all of the dietary 
proteins, but the proteins of only one, the jack bean, 
have been purified.®> Plants usually lack one or more 
of the essential amino acids and individually are not 
zood nutrients, but by including foods from several 
plants in the diet it is usually possible to obtain the 
‘ssential amino acids. Corn protein is probably the 
most notorious of all the plant proteins, since its 
leficiency of tryptophan often results in the deficiency 
lisease, pellagra."° The garden pea, which is a good 
-ource of dietary protein, contains a factor which 
iffects fertility.’7 

The following high protein food is needed in the 
Jiet daily to provide 85 grams of dry protein’* recom- 
mended during the latter half of pregnancy: 1 quart 
of milk, at least 4% pound of lean meat (120 grams), 
| egg, and bread (200-250 grams). Meat is 75 to 
80 per cent water, so the total number of grams eaten 
are divided by 5 to determine the protein value. Bread 
averages 10 per cent protein, so the total grams are 
divided by 10 to determine the protein value. Think- 
ing in terms of quantities must be colored by the 
fact that most foods, excepts fats or oils, contain high 
percentages of water. 


The increase in the daily protein requirement 
from 60 grams to 85 grams during the last half of 
pregnancy, as recommended by the National Research 
Council,"* is not necessitated by the increase in basal 
metabolic rate. The increase in basal metabolic rate 
is usually compensated by a decrease in activity during 
pregnancy. The increased protein intake is used ex- 
clusively to provide for the increase in tissue repre- 
sented by (1) the fetus, 440 grams of protein; (2) 
the placenta and increase in size of the uterus and 
mammae, 460 grams of protein; and (3) the protein 
reserve of 1,800 grams which the mother stores for 
later emergencies. The total increase of 2,700 grams 
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_ Fig. 1. Maternal retention of protein for fetal needs and 
‘or maternal reserve. 
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Fig. 2. Nitrogen content of the human fetus. 


of protein during the last half of pregnancy, or 140 
days, requires the increased daily intake of approxi- 
mately 20 grams of protein. The protein reserve is 
deposited during pregnancy since sufficient dietary 
protein cannot be provided during parturition and 
lactation to maintain a positive nitrogen balance. This 
relationship between protein retention and increase in 
the fetal protein and maternal reserve is shown 
graphically in Figure 1. 

According to the data in this figure the rate of 
deposition of proteins is very slow during the first 
half of pregnancy. The deposition in both the fetus 
and adnexa and in the mother increases rather uniform- 
ly during the second half of pregnancy. Nitrogen stor- 
age in the fetus increases rapidly during the latter half 
of pregnancy. At 7 months the fetus contains 100 
grams of protein, at 8 months 137.5 grams, and at 
9 months about 250 grams. The quantity of protein 
nitrogen in fetuses of various ages is recorded graphi- 
cally in Figure 2.° 

There is a relationship between birth weight and 
total protein in the maternal diet during the last 6 
months of pregnancy as shown in the following table.® 

Birth length is also proportional to the quantity 
of protein in the diet; it varies in the male from 47.6 
cm. to 53.3 cm. and in the female from 46.8 cm. to 
52.4 cm. in relation to diets containing less than 45 
grams of protein to those containing more than 85. 
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Fig. 3. Calcium and phosphorus content of the human 
fetus. 
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TABLE IV—RELATIONSHIP BETWEEN BIRTH WEIGHT AND 
TOTAL PROTEIN IN MATERNAL DIET DURING LAST 
6 MONTHS OF PREGNANCY 


Average Total Male Infant Female Infant 
Protein in Grams lbs. ozs. Ibs. ozs. 


4 
14 
8 
12 
1 
8 


OTHER NUTRITIONAL FACTORS 


The quantity of calcium and phosphorus deposited 
in the fetus is very small during the first half of the 
gestation period. The quantity of each of these ele- 
ments increases rapidly during the second half of 
pregnancy and reaches a maximum just before de- 
livery as shown in Figure 3.° 

Dietary calcium should be increased during the 
latter half of pregnancy from 1.0 gram daily to 1.5 
grams. It is very difficult to devise a diet which con- 
tains enough calcium without including milk in the 
diet. Individuals receiving enough calcium and pro- 
tein will receive enough phosphorus. Although the 
vitamin D requirement of the normal adult seems 
to be very low, this vitamin is required during preg- 
nancy, since it increases the utilization of calcium 
and phosphorus ;* 400 units daily is probably adequate. 

Methods have been devised for the appraisal of 
maternal nutrition.’® Protein nutrition is usually 
measured by determining the nitrogen balance, the 
serum-globulin ratio, and the hemoglobin of the blood. 
Vitamin deficiencies are detected by (1) direct meth- 
ods as (a) the determination of the concentration 
of the vitamin in the blood or urine, or (b) by load 
tests, and (2) indirect methods as (a) measurement 
of the metabolic product of a vitamin, or (b) the 
detection of a metabolic abnormality due to a defi- 
ciency of the vitamin. 

Methods of determining the effect of the maternal 
diet on the fetus are more complicated.*° Blood and 
urine cannot be collected from the fetus until after 
delivery. Some of the dietary constituents are de- 
posited in the maternal tissues and may be transferred 
to the fetus in subminimal quantities. The methods 
used in detecting dietary deficiencies in the fetus 
are (1) weight and length of the infant at birth, 
(2) analysis of blood cord and maternal blood at 
birth, (3) load test, and (4) determination of the 
composition and size of the liver of the fetus in case 
of its death. It has been found (1) that the weight of 
the fetal liver is proportional to the quantity of pro- 
tein in the maternal diet, and (2) that the quantities 
of vitamins A and C and riboflavin in the fetal liver 


are proportional to the quantities of these substances . 


in the maternal diet. 


TRANSFER OF NUTRIENTS TO THE FETUS—THE PLACENTA 


All of the food, waste, and gas exchange between 
the mother and fetus takes place through the placenta, 
from the moment of nidation of the ovum to the 
section of the umbilical cord after delivery. Most of 
the information on this subject has been obtained 
by analysis of maternal, cord, and fetal blood after 
delivery and before the cord is sectioned. 

According to Clement,’* there are three ways 
whereby the passage of nutrients through the placenta 
is accomplished. 


MATERNAL NUTRITION—HOW ELL 


Journal A.O.A. 
June, 1954 


1. There is a free, to and fro transfer between 
mother and fetus; water and sodium ions are trans- 
ferred by this procedure. Five hundred times as much 
water and twenty-five times as much sodium cross 
the placental barrier as is incorporated in the fetus. 

2. The placenta acts as a barrier restricting 
transfer of nutrients. According to this type of trans- 
fer the level of nutrients in the maternal plasma is 
higher than in the fetal plasma. Glucose, lipid, cal 
cium, and vitamin A are transferred by this method 
The barrier does not operate at a definite threshol! 
for each nutrient. The level in the fetal blood rise 
and falls with the maternal blood level. 

3. In the third method the placenta traps th: 
nutrient in the maternal blood, stores it tem 
porarily, and then secretes it into the fetal blood. 
Amino acids, iron, niacin, and vitamin C are trans 
ferred by this method. The level of the nutrient in 
the fetal blood is higher than in the maternal blood. 

As the nutrients are withdrawn from the feta! 
blood for metabolism in the fetus, more nutrients 
cross the placenta. The fetus receives a large par! 
of its nutrients even if the mother is deficient in them, 
but not 100 per cent. 

There is another factor which determines the 
distribution of nutrients between mother and fetus. 
This factor is the location of the nutrient in th 
mother. Some of the nutrients received from the dict 
by the mother are stored in her tissues. Vitamin C 
disappears from the blood long before any signs of 
scurvy appear.*t Accordingly, a nutritional deficiency 
can develop in the fetus before the deficiency appears 
in the mother. 


VITAMIN AND MINERAL DEFICIENCIES 


There are many reports of vitamin and mineral 
deficiencies in the animal fetus when the mother 
shows no sign of deficiency of these vitamins. The 
mother survives while the fetus undergoes malforma- 
tions or is reabsorbed, due to lack of essential nutri- 
ents. Examples of malformations due to vitamin or 
mineral deficiencies or to viruses are shown in Table V. 


TABLE V—RELATION BETWEEN MATERNAL NUTRITION 
MALFORMATIONS IN FETUS 


AND 


Fetal 


Malformations 


Animal 
Pregnant 


Rat 
Rat 


Maternal Dietary 
Deficiency 


Folic Acid and By 
Riboflavin 


Hydrocephalus” 

Abnormal skeleton, harelip, 
cleft palate” 

Abnormal chondrification, 
fifteenth day after 
pregnancy 

Eye defects™ 

Protrusion of brain throug) 
skull® 

Prolonged coagulation time 

Brain hemorrhages, 
cerebral palsy’ 

Congenital abnormalities’ 

Hypothyroid infant, creti: 

Abnormal heads and legs* 

Congenital defects 

Congenital defects® 

Congenital defects 

Genital malformations an! 

_ growth arrests in femal! 
fetus” 


Swine 


Rat 
Rat 


Vitamin A—deficiency 
Vitamin A—excess 


Rat 
Human 


Vitamin K and/or 
lard factor 


Rat 
Human 
Swine 
Human 


Vitamin E 
Iodine 
Copper 
Viruses: Rubella 
Poliomyelitis 
Mononucleosis 
Estrogen Rat 


The role of riboflavin in the production of skelet«l 
deficiencies is of interest.**7 Apparently this vitamin 


6 
7 
8 8 
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Fig. 4. Average hemoglobin values and percentage increase 
in total plasma volume during pregnancy. 


is involved in the formation of the cartilaginous skele- 
ton of the embryo.** 

Malformations in man have generally been con- 
sidered to be the results of changes in the germ plasm, 
senetically determined and hereditary in origin. En- 
vironmental factors may alter the developmental 
process in the same way as abnormal genes. The same 
enzyme system may be involved in both instances. 


CHANGES IN COMPOSITION OF MATERNAL BLOOD 
IN PREGNANCY 


During pregnancy the function of transport to 
and from the placenta increases the work of the heart 
ond is compensated for, in part, by dilution of the 
blood.? This dilution reduces the viscosity of the blood 
and thus decreases the resistance to flow. The result- 
ing dilution produces an over-all decrease in the con- 
centration of blood constituents.2® The blood volume 
increases from normal at the start of pregnancy to a 
maximum increase of 50 per cent during the third 
trimester and then may decrease as the time for de- 
livery is approached. The general trend for the change 
in blood volume is shown in Figure 4. 

As the blood is diluted the hemoglobin concentra- 
tion should change from about 13 grams per 100 ml. 
of blood to a value of approximately 10 grams per 100 
ml. However, the rate of synthesis of hemoglobin is 
increased during pregnancy so that the concentration 
of hemoglobin is not reduced as much as indicated by 
the dilution. A decrease to 10.5 grams of hemoglobin 
per 100 ml. of blood is within the normal range, but 
10 grams or less per 100 ml. indicates anemia.? The 
concentrations of most of the blood constituents change 
during pregnancy. The general trend for these changes 
is shown in Figure 5.*° 

According to this graph the lipids increase during 
pregnancy, particularly cholesterol.*° Glucose general- 
ly decreases slightly during pregnancy and is found in 
the urine of about 10 per cent of pregnant women. 
Glucose tolerance is lowered slightly. Values for 
serum iron increase from 50 micrograms to about 130 
micrograms. The nitrogen constituents of the blood, 
with the exception of the proteins, are not altered to 
any appreciable extent during pregnancy even though 
the blood is diluted.*° The concentrations of these con- 
stituents are apparently maintained near normal by 
the kidney. 

Basal metabolism is generally increased during 
pregnancy, from plus 4 per cent during the first tri- 
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Fig. 5. Percentage increase in concentration of several 
blood constituents during pregnancy and postpartum. 


mester to plus 35 per cent just before delivery.*° 
There is generally an enlargement of the thyroid gland 
and an increased quantity of iodine in the blood which 
indicates an over-all increase in tissue metabolism. 

THE TOXEMIAS OF PREGNANCY 

The cause of toxemias of pregnancy is not 
known.*? Some authorities consider the cause to be 
malnutrition, particularly a deficiency of protein at 
the beginning of pregnancy. Others state that protein 
is definitely not involved.*® A good percentage of toxe- 
mias occur in diabetic women. The blood picture is 
changed in eclampsia ;** high uric acid, low alkali re- 
serve, and low serum proteins are found. The hor- 
mone values are altered; chorionic gonadotropin 
excretion values are exceedingly high and estrogen 
and pregnanediol excretion values are low. Mottling 
of the liver is a characteristic of eclampsia and in 
addition the histology of the placenta is altered.* Rec- 
ommended therapy in eclampsia is strictly of the pre- 
ventive type. High serum protein values should be 
maintained from the start of pregnancy by a high pro- 
tein diet. 

SUMMARY AND CONCLUSION 

The composition of the diet is one of the most 
important factors in determining the outcome of preg- 
nancy. The “almost hereditary” eating habits must be 
altered by education and motivation. 

1. The mother must be supplied with nutrients to 
provide energy for activity and building material for 
her tissues and for the formation of the placenta and 
for the enlargement of the uterus and mammary 
glands. 

2. The diet must provide nutrients for the de- 
velopment of the fetus, especially during the early 
stages when malformations may be produced. 

3. The diet must provide nutrients for the endo- 
crine function of the placenta. Toxemias of pregnancy 
are related to placental hormone production and prob- 
ably in turn to the diet. 


The osteopathic concept recognizes the importance 
of nutrition in the maintenance of normal structural 
relationships. The application of the concept in preg- 
nancy cannot be complete until more is known about 
maternal nutrition. Each phase of the concept must 
be kept abreast of scientific advances if the osteopathic 
school of medicine is to continue its progress. 
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Psychiatric Aspects of Pregnancy 
RALPH I. MeRAE, B.S.C., D.0. 
Dallas, Tex. 


When it is considered that from 40 to 60 per cent 
of patients seen in general practice are suffering from 
symptoms arising from emotional conflict and when 
the general lack of emotional maturity among large 
segments of our population is observed, it becomes 
manifest that the event of pregnancy can be, and often 
is, a threat to normal personality function. This pivotal 
experience in the life of a woman constitutes her 
critical point of personality reorganization. The transi- 
tion from essentially self-centered motivation to ma- 
ternally centered sacrificial motivation is becoming 
increasingly difficult for modern women who have so 
many alternative goals in life. The transition from 
a self-sufficient competitive status is that of a de- 
pendent recipient of economic protection is likewise 
fraught with difficulty, for an increasing number of 
males lack the capacity, or willingness, to accept, 
mentally, emotionally, or economically, the increase in 
personal responsibility resulting from parenthood. 
There is also an unwillingness of many women to 
relinquish their independence. For these, pregnancy 
may be a strongly ambivalent stress, a temporary dislo- 
cation of their way of life, which they accept protest- 
ingly as they struggle vehemently against its inroads, 
while paying lip service to their carefully guarded 
maternal instinct. 


The alteration of body form, tissue tone, and 
other physical stigmas of pregnancy are normally ac- 
cepted in easy adaptation by most women. For many, 
however, these threats to the ideal feminine form, 
which is usually the adolescent body ideal so highly 
emphasized in our culture, becomes catastrophic to 


*Presented as a part of the Symposium: Effects of Intrauterine 
Environment on the Fetus, at the Fifty-Seventh Annual Convention of 
the American Osteopathic "Association, Chicago, July 15, 1953. 


the personality structure. Fortunately modern princi- 
ples of postpartum care make it possible for most 
women who work at it to return to a body form even 


superior to that existing before pregnancy. This 
should be emphasized early to those who are threatened 
by the transition of body” status in pregnancy. At the 
other extreme are those women who identify their body 
image so completely with the pregnancy state that they 
are thereafter careless and fail to take measures to 
restore their body form to its normal status. This is, 
of course, most commonly seen in cases of numerous 
pregnancies in close sequence, but it is not infrequent 
in lower economic classes with one or two pregnancies. 

The immature narcissistic hysteric personalities 
react to pregnancy in a number of almost unpredictable 
patterns. Some regression to earlier forms of adapta- 
tion to social stress would be expected to take place. 
This is fundamentally what does occur, but there is 
often an overlay of compensatory aggressive efficiency 
and pseudofulfillment which is a curious paradox. The 
hysteric is often imbued with childhood ideals which 
sustain her in pregnancy, especially the primipara. If 


_the environment is adequate, and there is not too much 


concern, solicitude, and babying by her mother or hus- 
band, a good deal of personality reorganization and 
maturing may occur, at least on a superficial basis. 
Careful observation may reveal, however, that the basic 
regression is only faintly veiled and that the self- 
assertive pattern is only a means of justifying the 
childish needs, pettiness, and dependency. 

Women with an obsessive-compulsive personality 
may relax their self-centered preoccupation under the 
self-sufficiency of pregnancy. The uncontrollable body 
disturbances permit relaxation of the meticulous bod) 
discipline commonly seen in such women, such as rigid 
posture, neat dress, excessive hygiene, and controlled 
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manner of acting. Many, however, strive to maintain 
a rigid self-sufficient control and succeed remarkably 
well. Much of their problem lies in an inadequate 
identification with the feminine role and in an attempt 
to retain rigid control of both emotions and behavior, 
with an intellectualized projection of their oversimpli- 
fied concepts of pregnancy. If all goes well, they may 
be vindicated. If difficulties arise in their pregnancy, 
their resilience is strained, and emotional symptoms of 
psychic anxiety, compulsive-obsessive behavior, or pho- 
bias may occur. 


The neurasthenic often is redeemed by her preg- 
nancy owing to the increased efficiency of her neuro- 
hormonal metabolism. There is often an increased 
sense of well-being, vigor, and motivation. If the con- 
stitutional functional reserves are normal, pregnancy 
may cycle them into a normal level of personality 
function. If there is constitutional inadequacy the 
postpartum status may reactivate and accentuate the 
original symptoms. 


If the schizophrenic personality has not foundered 
upon the rocks of puberty and adolescence, the advent 
of pregnancy is often the precipitating factor in the 
psychosis. The manic-depressive syndrome also may 
be precipitated by pregnancy, and an involutional de- 
pression may be seen in pregnancies late in life. Fortu- 
nately, electroconvulsive therapy does not disturb a 
normal, well-established pregnancy and is the treatment 
of choice, especially in all types of severe depression. 

Although the hormonal metabolic basis for vomit- 
ing of pregnancy is gradually being worked out, there 
is still much evidence to justify diagnosing many cases 
as psychosomatic. Without invoking the obscurities of 
Freudian psychodynamics, it can be shown that many 
of these women have a basic rejection of the obliga- 
tions, responsibilities, and restrictions of pregnancy. 
Vomiting is one of the socially acceptable methods of 
ridding the body of undesirable or unwanted contents. 
Children learn early that they may be punished for un- 
controlled urination, rectal evacuation, and spitting, 
but vomiting always is accepted as a matter of concern 
and of medical importance. 


The opinion held by a large number of young 
girls in all countries that being kissed by a man “when 
you are old enough” causes pregnancy reveals the fre- 
quency of displacement of genital to oral identification 
of the drama of pregnancy. Hysteric globus in the 
young female is most commonly a sexually symbolic 
reaction to sexual fantasy or actual sexual trauma. 
These deeply rooted patterns of oral genitality seen 
throughout humanity indicate the way vomiting be- 
comes the symptom of an unconsciously rejected preg- 
nancy in many women. 


The bizarre dietary cravings of the pregnant 
woman constitute an interesting object of psychologic 
evaluation. There seem to be two basic problems in- 
herent in these insistent demands for unusual food. 
One is a systemic need for a special food element or 
for a special type of digestive process. The alternate 
problem is a need to arouse in the male a sense of the 
enormity of her frustration over carrying this restric- 
tive burden while he goes and comes in a routine, often 
indifferent, manner. In this situation the wife develops 
the most intense craving for the most unobtainable 
delicacy, driving the bewildered husband over an entire 
city or several counties to obtain the essential item. As 
a rule the difference in motivation can be sensed by the 
difference in accessibility of the required foods. 
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The psychologic management of pregnancy is 
probably best exemplified in modern times by the 
process of training leading up to the use of hypnosis 
for delivery. In this training program the patient is 
taught early in her pregnancy to recognize certain basic 
facts about herself and her pregnancy which are de- 
signed to reduce her apprehension and misconceptions. 
These include pointing out that pregnancy is an essen- 
tially normal function of her life. It need not be dis- 
turbing or necessarily difficult if she understands her 
role in the situation and the laws underlying the 
process. Gradually she is trained in hypnosis and en- 
couraged to voice her fears, concerns, and misconcep- 
tions. As these are ventilated and corrected, the process 
of training takes on a logical, essentially realistic and 
understandable pattern which gives the patient a much 
better basis for intelligent cooperation and freedom 
from vague misgivings, fears, and prejudices. In the 
course of the 9 months, many aspects of the problem 
can be ironed out and the patient trained in her role 
of participation in the delivery. In addition to de- 
veloping anesthesia, muscular relaxation and effective 
motor cooperation can also be integrated into a logical 
pattern of expected and accepted responsibility on the 
part of the patient. 

In this regard, it is important to realize that the 
hypnotic element is merely an adjunct which in itself 
may or may not be entirely effective at the time of 
delivery. However, the opportunity this training pro- 
vides, in permitting the patient to be prepared psycho- 
logically for her role in pregnancy, is of great value 
and importance. This brings out clearly that such 
training could be accomplished without the hypnotic 
element if the physician were willing to take the time 
to orient the patient. It is essential that the obstetrician 
should accurately evaluate the true emotional status 
of his patient early in the course of prenatal care in 
order that effective measures may be taken to forestall 
unnecessary psychic trauma. These may include adapt- 
ing the management of the case to the emotional state 
of the patient, recognizing serious psychopathology, 
having adequate consultation through to term and in 
the postpartum period, and assisting the patient to 
orient herself to a more rational understanding of and 
cooperative attitude toward her pregnancy. 

The last chapter has not yet been written upon 
prenatal influence. Folklore, superstition, and old 
wives’ tales have just enough validity in their roots to 
keep them alive. Psychoanalytic research suggests that 
basic defects in personality formation may be traced to 
toxic states, metabolic difficulties, and thermal, me- 
chanical, or vibrational trauma to the fetus at certain 
specific stages of neurologic maturing, and these states 
disturb the neurologic development to some degree. In- 
asmuch as the data on this type of research are still too 
limited and inasmuch as so little is known about the 
susceptibility of the fetus to such trauma or stimuli on 
a physiologic or embryologic basis, judgment must be 
withheld. However, such theories are rational and 
worthy of consideration and may carry a seed of vital 
truth which must be nurtured and checked by a wider 
field of careful observation. They also are valid enough 
that effort should be made to protect the pregnant 
woman from such traumatic experiences which might 
conceivably be deleterious to the submicroscopic or- 
ganization of the fetal neuron at critical phases of its 
development. 


Now that physicians are learning how to keep 
more infants alive, and most adults live longer than 
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ever before, it is imperative that the embryonal process 
shall be as unstigmatized as possible in order to insure 
the best quality of neurologic capacity from the avail- 
able heritage. It is well to keep in mind that the central 
nervous system is primordial in embryologic formation, 
that it is the most highly differentiated and specialized 
tissue known in nature, and that it is open to all types 
of destructive forces on an irreversible basis, longer 
than all other tissues of the fetus. Its protective min- 
eralized vertebral and cranial casement forms, as such, 
late in pregnancy and is far from ideally protective 
even at birth. Thus, this specialized tissue is open to 
mechanical, vibrational radiation and toxic irritation 
or trauma from the blastula stage on. 

Here is a vast field of research which can only be 
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made possible by closer cooperation between the ob- 
stetrician, pediatrician, and child psychologist or psy- 
chiatrist over several generations. If the principle 
should prove fundamentally valid in essence, great 
strides might be made in raising the level of society 
as well as in eliminating many fallacies and tragedies 
in the lives of most people. 

It is essential that we as members of a powerful 
minority offer a superior service and a superior con- 
tribution to therapeutic and preventive medicine. Here 
is a vital and fruitful area which is quite osteopathic 
in implication—the relation of structure to function at 
the highest level of creative significance. 
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Effects of Analgesia and Anesthesia upon the Fetus 
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In acknowledging the anatomic-physiologic-patho- 
logic unit known as man as he has been, as he is today, 
and as he will be, one must realize how dependent man 
is upon the factors of nature and then consider what 
has been imposed upon him by his fellow men. The 
role of the obstetrician should be enacted as if he were 
a prophylactic agent rather than a therapeutic agent. 
He should make it possible for the fetus to have the 
least amount of difficulty in advancing from intra- 
uterine to extrauterine existence. Further, the obstetri- 
cian should be reasonably certain that the newborn 
will not bear any stigma that could be traced to drugs 
used for the relief of maternal pain during the birth 
process, 


It is our intention to present physiologic consid- 
erations of parturition that will lead to a more search- 
ing management in the use of analgesia and anesthesia. 
The representatives of the pharmaceutical manufac- 
turers have informed the profession concerning the 
advantages of their products, and the clinical journals 
have weighed the advantages and disadvantages of the 


pharmaceuticals. However, it is believed that by study- 


ing the physiologic mechanisms and effects of parturi- . 


tion as they may affect the future of the conceptus, 
the physician will be able personally to weigh the 
medications being offered to the parturient. 

Of the many intrauterine hazards that produce 
immediate and long-range effects, fetal anoxia ranks 
in importance with hemorrhage and toxemia. It is 
impossible to predict all the conditions in an individual 
case that may produce or increase the incidence of 
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anoxia; however, some of these states which will in- 
crease or lessen the possibility of anoxia can be con- 
trolled. We deliberately avoid the subject of decrease 
of potential anoxia. This is another problem which in 
itself is of great magnitude and would entail another 
study. 

Any analgesic or anesthetic agent (using the 
words interchangeably) which is used during the birth 
process must be considered an element that may in- 
crease the risks attendant during labor and at delivery 
until proved, without exception, not to do so. Because 
of certain conditions, such as the effects of labor upon 
the uterine vasculature, uterine motility, physiochem- 
ical control of oxygen-carbon dioxide interchange, 
possible effects at the placental site, and prolongation 
of the birth process with or without an operative de- 
livery, an agent may be used in spite of some particular 
risk involved. 

J. Edgar Morrison’ considers that anesthetic 
agents disturb the environment of the fetus and create 
an anoxia of external causes. It may show its effects in 
several ways, such as creating placental insufficiency 
for proper oxygen-carbon dioxide interchange and/o1 
rendering the fetal nervous system less sensitive to 
sensory or motor stimuli. Exposure to anoxic condi- 
tions in utero delays anatomic and physiologic con 
ditions that prepare the fetus for the metabolic change: 
necessary to compete adequately in extrauterine ex 
istence. However, the extrinsic causes are not alone 
in creating a hazardovs atmosphere. The intrinsic 
factors of pregnancy, maternal or fetal, may also invit: 
disaster, but risks are increased by the addition 0! 
external sources of possible distress. The physicia’ 
should bear in mind that the combination of entities 
present or added during labor may produce various 
degrees of fetal anoxia, and it is the understanding of 
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these entities and their successful management that 
may prevent damage. 


At the site of oxygen-carbon dioxide interchange 
in the placenta, two streams of blood flow in opposite 
directions.2. The arterial blood from the mother and 
the venous blood from the fetus running in this fashion 
provide excellent conditions for the interchange. Under 
ideal maternal conditions, that is, relative acidosis, the 
dissociation of oxygen is facilitated and raises oxygen 
pressure at the interchange site.* This norm or average 
situation is efficient if nothing interferes with the 
oxygen-carrying ability of the maternal hemoglobin. 
The structurally different fetal hemoglobin has the 
ability to gain the free oxygen rapidly.*, That which 
would interfere with the physiologic process of child- 
birth would likewise interfere with the oxygen transfer. 


In attempting to determine the fate of anesthetic 
drugs, cognizance must be taken of their distribution, 
and the distribution will also afford a clue to their 
effects. Distribution depends upon (1) the normal 
activity of circulation and respiration, (2) the concen- 
tration of body fluids, (3) the lipoid solubility of the 
agents, and (4) the reduction of surface tension.* 
Considering the effects of labor upon uterine vascula- 
ture and a rise in the rate of blood flow,’ a concentra- 
tion of the drug may be anticipated at the placental 
site. This is little appreciated except when it is oppor- 
tune rationally to desire that situation. Moon,’ in his 
studies of the phenomena of shock, calls attention to a 
predilection of micro-organisms for areas in the body 
where inflammatory processes are present or where 
an increased blood supply is available. 


It is possible that anesthetic agents, being foreign 
to the organism, also follow that process. The blood 
of an apparently normal newborn should be from 91 
per cent to 98 per cent oxygenated within 1 to 3 hours 
after delivery.* If this ability is embarrassed, imme- 
diate and far-reaching consequences must be antici- 
pated. Whereas nature provides for efficient hydrostatic 
and physical conditions for oxygen-carbon dioxide in- 
terchange by having maternal arterial and fetal venous 
blood parallel one another in opposite directions, anes- 
thetics present in the maternal blood stream are also 
afforded optimum opportunity to cross over to the 
fetal blood stream. 


In the anesthetized adult, from whom analogies 
must be drawn in an attempt to learn about intrauterine 
effects, brain tissue is the most sensitive to oxygen 
lack.*. Progressive depression of the central nervous 
tissue comes from above downward as anoxia in- 
creases. Even though the effect of the drugs used is 
minimal, the course followed will be the same. After 
prolonged labor in which the parturient received often- 
repeated minimal analgesics, newborn infants _ will 
show a sluggishness and nervous system delay sugges- 
tive of continued depression of the forebrain.® 

The preponderance of lipoid tissue in the body 
gives credence to theories of analgesia and anesthesia 
based on lipoid solubility. Nervous tissue is rich in 
lipoid substance, and if drugs have an increased affinity 
for such tissue, with excessive use the lipoids in the 
cell membranes may be altered to afford greater 
permeability and, therefore, retention of the agents. 
This increases the possibility of rendering the fetal 
nervous system less sensitive to sensory and motor 
stimuli. 

A field of inaviry of particular interest is con- 
cerned with detoxification and elimination of drugs. 
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With rare exception, the drugs presently in favor will 
cross the placental barrier. Claims that a few sup- 
posedly do not affect intrauterine environment have 
not been substantiated. In spite of laboratory conclu- 
sions, the obstetrician and/or pediatrician will note 
delayed neonatal responses following the use of these 
supposedly innocuous drugs. The detoxification process 
is one of resolution of the drug into a comparatively 
inert substance. Regardless of any specific mechanism, 
the liver in the adult plays a dominant role. There is 
no reason to believe the mechanism of the detoxifica- 
tion process in utero is any different; at least it is 
credible that the liver is a primary factor. For the 
most part, the liver of the newborn at its best is func- 
tionally immature.’ The use of analgesic drugs may 
inadvertently insult the fetal liver and produce dele- 
terious effects on function. These may also have long- 
range secondary effects as more becomes known of 
the blood dyscrasias of the newborn wherein the life 
and the future of the infant are dependent upon suc- 
cessful liver function. The elimination of the com- 
paratively inert substance must eventually be through 
the placental site. Again an unmeasured entity imposes 
itself upon the situation. What is the effect of this 
elimination upon the normal interchange that should 
be proceeding at that moment? 


Without question the need for the relief of pain 
during labor is most desirable; a good psychic effect 
upon the mother, the arrest of tumultuous labor, and 
the physical control of the parturient to prevent ma- 
ternal and fetal damage are the aims of such manage- 
ment. However, the practice of routine management 
is not above reproach. The physician should treat the 
patient on an individual basis; her preconception 
weight, her apparent blood status, the possibility of an 
occult toxemia in the absence of more certain signs, 
and evidence at the moment of fetal embarrassment 
must all be taken into consideration. Hershenson,® in 
preparing criteria to determine the ideal anesthetic 
agent, lists correction of the physiologic and biochem- 
ical abnormalities and protection from the toxicity of 
the agent as primary in importance. Individual dosage 
is important, being the weakest link in the chain; a 
failure at that point can be disastrous. When deciding 
on dosage and management the physician should not 
sacrifice the principles of practice in order to afford 
complete pain relief. Studies of obstetric factors in 
cerebral palsy reveal very definitely that intrauterine 
anoxia caused by quantitative changes in the maternal 
blood, interference with oxygenation, and the inability 
of blood to pass from the placenta to the fetus are 
many times at fault.*° Therefore the obstetrician is 
faced with a dual question: whether obtaining com- 
plete pain relief should be directed against known 
physiologic changes or against pathophysiologic proc- 
esses accompanying the birth process. Unless care is 
exercised, intrauterine fetal damage may occur to an 
extent that the most efficient and exhaustive resuscita- 
tive measures cannot stave off the long-range effects. 


The importance of well-oxygenated fetal blood 
cannot be overstressed ; merely stating that it is needed 
by the fetus is to make one of the greatest understate- 
ments of practice. Windle™ has devoted much time 
and effort to the controversial studies of fetal circula- 
tion. He has proved almost conclusively that fetal 
blood coming from the placenta has a predilection for 
the brain. Therefore this fetal blood should be well 
oxygenated. It only returns to the general circulation 
after spending a comparatively long time in the cere- 
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bral circulation. Whatever is the guiding force in 
utero, blood fresh from the site of interchange is 
directed to fetal brain tissue. It should be recognized 
that any substance that crosses the placental barrier 
has its first station of importance in the brain. 

Taylor,’® in discussing the obstetrician’s responsi- 
bility to the newborn, reported that in other than re- 
gional anesthesia, the blood of the newborn took 
markedly longer than 1 hour to reach 90 per cent 
oxygen saturation. 

CONCLUSIONS 

In presenting a study of possible effects of anal- 
gesia and anesthesia upon the fetus the results can 
only be surmised except when and where extreme prac- 
tices are discussed. However, in accepting the physi- 
ologist’s reports of the effects of drugs and known 
biochemical changes that occur during parturition and 
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the predilection of placental blood for the fetal brain, 
the increased risks of liver and brain damage must also 
be accepted. 

None of the systemic effects of the methods of 
pain control is without danger. In all fairness to the 
problem, however, childbirth without pain relief also 
carries inherent damaging possibilities. Physicians 
should be aware of the distribution and elimination of 
the drugs used and the condition of the parturient and 
the progress of labor should be carefully evaluated in 
order that the agents can be used on an individual 
basis. 

Methods of immediate management of the new- 
born should be adopted which will facilitate adequate 
oxygenation and maintenance of body temperature in 
order to reduce the possible malignant effects of in- 
compatibility between the maternal organism, the 
fetus, and the drugs used. 
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The Effect of Forceps upon the Fetus* 


RICHARD E. EBY, D.O. 
Pomona, Calif. 


INTRODUCTION 

In discussing the effects of obstetric forceps upon 
the fetus, no effort will be made in this paper to cover 
the extensive ramifications of the subject in the fields 
of neuropathology and pediatrics, nor will the effects 
upon the mother be considered. Emphasis will be 
placed upon the principles of fetal anatomy and physi- 
ology underlying the application of forceps in an effort 
to understand better the benefits and dangers attending 
the use of this valuable obstetric instrument. 


FORCEPS AND THE FETUS 

To the fetus nothing can rival the importance of 
being well born. After surviving the protective se- 
curity of intrauterine existence for 10 moons or less, 
the wet and rather cyanotic fetus finds himself being 
propelled, expelled, or extracted into a strange air- 
filled world with a doctor on one side urging him to 
breathe and a mother on the other side unable any 
longer to do it for him. It is at this critical moment, as 
intrauterine life ceases, that the obstetrician faces his 
most far-reaching test of judgment: Will or will not 
his use of forceps increase his little patient’s chance of 
survival? Upon his decision may hinge the future 
health and happiness of a human soul and body. 

The desire to assist childbirth by mechanical 
means is far from modern. Early in the seventeenth 
century Great Britain buzzed with rumors about the 
“Chamberlen secret,” a mysterious instrument de- 
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veloped by the physician-in-ordinary to the queen. It 
was said that with his magic equipment Dr. Peter 
Chamberlen could deliver any childbed case despite the 
fact that modesty and custom demanded that he per- 
form his miraculous extractions quite blindly under 
the folds of copious drapes. However, the forceps re- 
mained a Chamberlen family secret for several genera- 
tions until Hugh Chamberlen (1664-1728) finally dis- 
closed the secret. It was not until the early eighteenth 
century that forceps were generally employed in Eng- 
land. 

Other doctors soon developed similar instruments 
and technics, and, within a short time, the use of for- 
ceps had become an important procedure at difficult 
deliveries. The coveted title of “accoucheur” was re- 
warded to physicians whose skill with the blades had 
entitled them to especial recognition among their com- 


- rades. In 1733 Dr. Edmund Chapman of Essex pub- 


lished “An Essay for the Improvement of Midwifery,” 
in which he makes the following observations : 

as to the forceps, which I think no person has yet 
any more than barely mentioned, it is a noble instrument 
to which many now living owe their lives, as I can asser' 
from my own knowledge and practice. . . . The use « 
hooks and some other instruments by which living childre: 
presenting by the head are destroyed when they migh 
easily have been extracted by the fillet or forceps is in m) 
opinion a most cruel and unwarrantable practice. . . . How 
necessary it is then that the men who profess midwifer 
should make themselves masters of the forceps or fillet—thic 
former of which I prefer... . 
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In the two centuries since Chamberlen and Chapman 
nothing has occurred to diminish the importance of 
their contribution to human delivery. 


The many modifications in the design of forceps 
over the years have resulted from the increasing de- 
mands for more versatile instruments with which to 
accomplish more varied maneuvers. It is unnecessary 
here to describe the types of handles, locks, and curves 
by which the safety and usage of modern blades have 
been increased. Every physician is familiar with the 
distinguishing contours and applications of the better 
known forceps, the open-bladed Simpson, the straight- 
bladed Keilland, the hinged Barton, the closed-bladed 
Tucker-McLean or Luikart-McLean and the reversed- 
curved blades of the Piper forceps. These instruments 
need only be mentioned as illustrative of what is con- 
sidered standard equipment in present-day hospitals. 
McCormick stated: “Forceps are used too often by 
men who do not know how to use them, and not 
enough by those who do.” It is therefore essential 
that more doctors become proficient with these instru- 
ments, especially since the widespread acceptance of 
conduction anesthesia both permits and requires their 
more frequent use. It must be emphasized that it is 
the proper application, not the make, of forceps that 
determines the success of forceps deliveries. 


IMPORTANT RULES OF USAGE 


The effect of forceps upon the fetus largely de- 
pends upon the observance of simple rules and require- 
ments. It must be constantly remembered that modern 
usage limits the forceps to deliveries requiring only 
rotation or traction. Other usage is mentioned only to 
condemn it. When used to dilate the cervix, to com- 
press a large head, or to stretch a small pelvis, only 
damage and misery can ensue. On the other hand, 
properly applied forceps have several indications with 
happy outcomes: for instance, in hastening delivery 
whenever fetal distress is present or anticipated, con- 
version of arrested malpositions into favorable presen- 
tations, and prevention of sudden compression or de- 
compression of the fetal skull during the second stage 
and delivery. Good technics have resulted in a steady 
lowering of fetal morbidity and mortality in the past 2 
decades, and in recent statistics forceps are seldom 
mentioned as an important factor in newborn or pedi- 
atric pathologic conditions. 


However, the occasional result of improperly 
handled forceps still is seen. These cases are often 
tragic and all too often must be charged to sheer ig- 
norance or fright. Excluding immediate death, these 
injuries include skull fractures, damaged eyes and ears, 
facial and Erb’s paralyses, cerebral hemorrhages and 
tears, and lacerations of the scalp or dura. Later mani- 
festations may include cerebral palsies, convulsive 
states, or mental defects. Only in certain extreme 
emergencies can it be considered necessary to perform 
a delivery so rapidly that fetal injury is inevitable or 
excusable to save the life of the mother. Harrar and 
Buchman® state that a difficult forceps operation on an 
already handicapped infant increases fetal risk, but 
when evidence of fetal distress is present and progress 
slow it is less dangerous than waiting. Recent surveys 
further indicate that forceps deliveries are seldom a 
primary cause of fetal damage, but that many cerebral 
accidents have occurred during so-called normal unas- 
sisted deliveries. If by the use of forceps the factors 
or forces in labor which may harm the fetus can be 
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reduced to some extent, the toll of human misery can 
also be reduced. 


IMPORTANT ANATOMIC FACTORS 


In order to insure that the use of forceps will be 
purely beneficial to the fetus, certain pertinent factors 
must be reviewed: the anatomy of the fetal cranial 
vault, the physiology of the forces of labor, the effects 
of various intracranial pressures, and the logical appli- 
cation of prophylactic forceps. 

As the basis for comments made here, I wish to 
refer freely to the investigations made by my Los An- 
geles colleagues at the College of Osteopathic Physi- 
cians and Surgeons, Dr. Donald Pinder of the anatomy 
department and Dr. Julian Mines, III, of the obstetri- 
cal department. Their curiosity about the problem of 
forceps applications led them to dissect stillborn babies 
in order to observe the effects of pressures applied to 
the skull. Their procedures and findings have been 
reported.* 

In considering the fetal skull, it is immediately 
apparent that no mere accident of fate accounted for 
its efficient architecture. It is designed for the require- 
ments of birth with a vault and a base. The vault 
consists of flat, elastic, movable bones capable of ap- 
proximating and even over-riding. The base by con- 
trast is thick, relatively rigid, and fixed. Typical of 
good engineering, it is buttressed with a reinforcing 
bony ring consisting of the supraorbital ridges, zygo- 
matic arches, mastoid and temporal processes, and the 
nuchal line of the occiput. These buttresses serve to 
protect the unusually delicate basal brain structures 
and to transmit and equalize externally applied forces. 
Steadily applied compression is better tolerated around 
this bony ring than along the more flexible plates of 
the vault. 

Underlying the cranial bones is the double-layered 
dura mater between whose layers at strategic points 
are located the various venous sinuses. The outer 
layer serves as the fetal periosteum, whereas the dense 
and inelastic inner layer partitions off the brain to 
serve as supporting baffles between the lobes. The 
largest reflection is known as the falx cerebri and lies 
in the sagittal plane between the cerebral hemispheres. 
Posteriorly it attaches to the superior border of the 
tentorium cerebelli which covers the cerebellum. This 
tentorial layer attaches laterally to the upper border of 
the petrous portion of the temporal bone. Anteriorly 
its concave margin embraces the brain stem. Inferiorly 
it is reflected downward in the midplane as the falx 
cerebelli between the two lobes. Since all these dural 
reflections are continuous with each other, it follows 
that forces applied to the skull are transmitted to the 
brain and cerebral vessels. 

It must be noted that venous drainage of the brain 
involves a unique system of sinuses located between 
the dural layers, and a mental picture of these is essen- 
tial before forceps are applied. Blood from the su- 
perior surfaces of the hemispheres drains upward into 
the superior sagittal sinus in the base of the falx cere- 
bri. The medial surfaces drain into the inferior sagit- 
tal sinus in the free edge of the falx. Veins in the 
posterior portions of the hemispheres drain into the 
transverse sinuses where the tentorium attaches to the 
occiput. Into these same sinuses drain the superior 
surfaces of the cerebellum. The deep substance of the 
hemispheres mostly drains into the great cerebral vein, 
or vein of Galen. This vein unites at the anterior 


junction of the falx and tentorium with the inferior 
sagittal vein to form the straight sinus lying along the 
top of the tentrium cerebelli. The sinuses drain into 
the jugular veins. 


IMPORTANT PHYSIOLOGIC FACTORS 


Since the forces of labor are largely ones of com- 
pression, the uterine sinuses during a contraction are 
squeezed nearly bloodless. This produces a physiologic 
increase in fetal cyanosis, reducing the infant’s arterial 
oxygen to less than one-half of the maternal venous 
oxygen. Strong or tetanic contractions may reach a 
pressure of 80 mm. of mercury, which results in severe 
fetal anoxia whenever maternal blood pressure falls to 
80 or less. The seriousness of the fetal picture is in- 
creased whenever an inhalation anesthetic has been ad- 
ministered to the mother for more than 12 minutes. 
The results of this fetal embarrassment will be cerebral 
damage of some extent, immediate or delayed. Arey® 
observed that “intracerebral damage secondary to 
anoxia, however, may occur without extensive intra- 
cranial hemorrhage. . . . there is clinical and experi- 
mental evidence to indicate that periods of intrauterine 
anoxia which are not immediately lethal may lead to 
permanent cerebral damage . . . Ultimately the affected 
areas may reveal disappearance of neurones, gliosis, 
and encephalomalacia.” 

In addition to the dangers of anoxia during labor 
and delivery, the effects of forces applied by the pelvic 
muscles and walls or by improperly applied forceps 
must also be considered. It is obvious that any force 
applied to the plastic fetal skull is reflected along the 
dural pathways. The falx is wrinkled and elevated 
with some traction on the vein of Galen as a result 
of biparietal pressure from forceps applied in the tradi- 
tional manner. The worst distortion results from an 
oblique application of pressure. Severe buckling of the 
falx occurs with sideward distortion of the dural re- 
flections leading to actual rupture of the supporting 
filaments and veins. 

Over-riding of the skull bones can be tolerated to 
some extent and is a physiologic portion of delivery, 
but beyond this point buckling and approximation of 
the sinus walls occur with distortion of the venous 
openings into the sinuses. As Pinder and Mines* point 
out, “Angulation of the veins may be sufficient to im- 
pair venous drainage of a portion of the brain. As a 
consequence of vascular congestion in the brain of the 
fetus and newborn, increased cerebral venous pressure 
causes a rise in intracranial pressure which in itself 
further elevates venous pressure, so that a vicious 
cycle is established. Varying degrees of cortical and 
subcortical cellular destruction are possible, and cortical 
and subcortical thrombosis, petechial and coalescing 
hemorrhage with rupture of the external and larger 
cerebral veins might result. Porencephaly hydrocepha- 
lus-ex vacuo, epilepsy, idiocy, degrees of spastic para- 
plegia or Little’s disease may be further complications.” 

It becomes apparent that the major cerebral dam- 
age in childbirth is occasioned by some degree of fetal 
anoxia, whether precipitated by maternal mechanisms, 
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by injudiciously administered anesthetics, or by ex- 
ternally applied forces. Slowing of circulation produces 
increased vascular permeability, leading to cerebral 
edema and to petechial hemorrhage which may then 
coalesce into gross hemorrhage. Therefore in the con- 
duct of delivery an attempt must be made to alter 
favorably any condition which is threatening to embar- 
rass the fetal organism. 

. If an anesthetic is necessary, one which will not 
reduce fetal oxygen should be selected and used wisely ; 
supplementary oxygen should be administered to the 
mother late in labor to offset any occult anoxemia in 
the infant; and forceps should be applied to reduce 
cephalic impactions or to hasten cautiously the progress 
of the head through the constricting boundaries of the 
maternal outlet. The effect of forceps upon the fetus 
is favorable whenever the proper indications and con- 
ditions are observed and when the operator scrupu- 
lously applies the blades with caution, respect, and 
ability. 

CONCLUSION 

It has been shown that the effect of the application 
of forceps to the fetal skull is largely dependent upon 
a clear understanding and a mental picture of the 
anatomic consequences of applied pressures. It is be- 
lieved that potentially dangerous forces occurring dur- 
ing fetal passage through the maternal pelvis may be 
beneficially altered by the proper use of forceps to 
lead the fetal head through the birth canal. Clinical 
observations justify the conclusion, stated by Pinder 
and Mines,* that the forceps should be applied so that 
the major pressure is brought to bear along the strong 
bony ring of the cranial base. This occurs when the 
locking point of the forceps handles directly overlies 
the so-called posterior fontanel at the junction of the 
sagittal and lambdoidal sutures. By maintaining this 
application, the blades serve to protect the skull from 
undue harmful pressure which might result from con- 
ditions in labor which provide the original indication 
for intervention. In this usage, the application of 
forceps becomes logical as a prophylactic measure 
when the obstetrician anticipates harmful or excessive 
forces if spontaneous expulsion should occur unaided. 
In the realm of childbirth, the application of science 
becomes an art, and the exercise of judgment requires 
skill. 

SUMMARY 

1. The development of obstetric forceps as an aid 
to childbirth has been cited from both historic and 
philosophic viewpoints. 

2. The effects, both beneficial and harmful, of 
forceps application have been summarized. 

3. The anatomy of the fetal skull and circulation 
as related to forceps usage has been described. 

4. Dural stresses under compression have been 
illustrated. 

5. A safe method of forceps application has been 
recommended. 
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Maternal toxemia is frequently accepted as the 
chief cause of fetal and neonatal deaths, but this is 
almost impossible to prove. Repeated autopsies have 
failed to reveal any characteristic pathologic changes 
in the infant, and death has been attributed to the mere 
fact that the mother was toxemic. 

The basis for the belief that maternal toxemia 
causes death of the infant is the fact that the mortality 
of infants of toxemic mothers is appreciably higher 
than the mortality of those whose mothers are not 
toxemic. In 1939 Dieckmann and Brown! stated that 
abortion, stillbirth, or neonatal death occurred in 12.8 
per cent of the infants of 1,389 toxemic patients. Still- 
births and neonatal deaths in which weight at birth 
exceeded 1,000 grams occurred in 8 per cent; the inci- 
dence was approximately twice as great as that of the 
total mortality for the same weight group in the hos- 
pital at that time. Between 1931 and 1936, 944 toxemic 
patients were observed. Of those infants weighing 
over 1,500 grams at birth, the fetal and infant mor- 
tality was 6.8 per cent. From 1936 to 1938, 466 toxemic 
patients were observed and the mortality was only 2.3 
per cent for infants weighing more than 1,500 grams. 
In the 1936 to 1938 period the total hospital mortality 
for infants of more than 1,500 grams was 2.6 per cent. 

Since in this series the mortality rate of infants of 
toxemic mothers could be reduced almost one-third and 
approximate the mortality rate of infants born to non- 
toxemic mothers, it would seem that a large proportion 
of the deaths was probably due to procedures instituted 
because of the toxemia rather than to the disease it- 
self.2, Dieckmann and Brown’ believed that “the re- 
duction is due to improved prenatal observation and 
especially to a better understanding of the indications 
and necessary conditions for terminating the pregnan- 
cy.” There is no direct evidence that the toxemia 
affects the infant directly after delivery except as it 
may have caused a premature or complicated birth ;? 
nevertheless, the infant of a woman with early toxemia 
is much more likely to be affected by its deleterious 
influences and its treatment than the infant of a patient 
with late toxemia. Pregnancy toxemias are responsible 
for about 20 per cent of premature deliveries.* Pre- 
maturity is the principal cause or contributing factor 
in many neonatal deaths. An infant weighing less than 
1,000 grams who is less than 35 cm. in length has little 
chance of surviving. However, infants exceeding this 
weight and measurement, after 29 weeks of gestation, 
may survive. 

It is with this thought in mind then that I feel 
the known changes taking place in the maternal or- 
ganism during toxemia should be scrutinized in order 
to understand better the probable condition of the in- 
fant at the time of delivery. 

I am in accord with the group that postulates the 
theory that the factors leading to toxemia are due to 
nutritional deficiencies, the deficiencies leading to al- 
tered physiology and to pathologic changes recognized 
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as typical of the syndrome, and from the inability of 
the placenta to maintain normal activity.‘ 

The proponents of this hypothesis feel that there 
are several factors of prime importance in which the 
mother is deficient, namely, amino acids, choline, 
methionine, cystine, and the specific vitamins necessary 
for their proper metabolism. Therefore, with the 
breakdown of placental function coincident with toxe- 
mia, it seems fair to conclude that at birth the fetus 
will have these deficiencies and their potential dangers 
of changed physiology and, possibly, pathologic changes 
in liver, kidneys, and so forth. 


There are many changes in the placenta which 
affect this only vital link between the fetus and its 
source of nutrition and oxygen. Infarcts with gradual 
interruption of placental circulation further tend to 
exaggerate these deficiencies, because here are definite 
changes also affecting oxygen transportation to the 
fetus and carbon dioxide exchange. This oxygen defi- 
ciency is further increased by the condition of the 
mother’s circulatory system:* (1) The mother’s 
erythrocytes are known to be decreased in number and 
quality because of the deficiencies in essential elements 
necessary for erythropoiesis.‘ (2) There is a definite 
lowering of hydrogen ion concentration and a de- 
creased carbon dioxide combining power.’ This of 
course lowers the oxygen exchange and slows carbon 
dioxide transport. (3) There is the change in water 
balance with resultant edema and its increased capil- 
lary permeability. This edema affects tissue respira- 
tion and oxygen transportation. 

These three maternal changes are the most im- 
portant affecting the fetus. 

As mentioned previously, the other important 
changes affecting the fetus are those produced by the 
treatment of the mother for the toxemia. It is not my 
intention to discuss the treatment of toxemia here, but 
only those adjuncts which have a direct effect 6n the 
fetus. One of the drugs most used to control convul- 
sions is morphine sulfate. As much as 2 to 3 grains 
may be used in 24 hours. The effects of this on the 
fetus are: (1) depression of the cerebrum, (2) de- 
pression of respiratory and coughing centers, (3) in- 
crease in intracranial pressure, and (4) lowering of 
perception to external stimuli, therefore diminishing 
sensibility to asphyxia. In addition, morphine sulfate 
has a maternal effect which is not generally thought of 
—it stimulates the uterus to contract.® 

The barbiturates are frequently used in treatment 
and have, in sufficient quantities, a depressing effect 
on the cerebrum and respiratory centers; the effect on 
the midbrain is more pronounced than that of mor- 
phine.*® 

Another frequently used medication in toxemia is 
magnesium sulfate. Its effects are: (1) depression 
of the central nervous system, and (2) a curare-like 
action on the skeletal. muscles. 

All these drugs affect the fetus with a definite 
combined depressing action on the central nervous 
system and especially the midbrain, rendering it in- 


sensitive to the delicate carbon dioxide-oxygen balance 
and increasing the degree of anoxia, producing further 
asphyxia at birth. 
SUMMARY AND CONCLUSIONS 

1. The fetus of a woman with toxemia is sub- 
jected to both physical and chemical trauma, including 
nutritional deficiencies from insufficient amino acids; 
vitamins, especially A, B, C, D, and K; and organic 
minerals such as calcium, iodine, and potassium. Su- 
perimposed upon these deficiencies are coincident 
metabolic changes, including a lowered hydrogen ion 
concentration with acidosis and increased uric acid 
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concentration in the blood, and anoxia. 

2. The fetus is affected by the treatment of ma- 
ternal toxemia. 

3. Depression of the central nervous system and 
asphyxia may occur as a result of imposed nutritional 
deficiencies. 

4. A premature or complicated delivery may re- 
sult from toxemia or its treatment. 

5. The infant of a toxemic mother is subject to 
many abnormal conditions which decrease its chanccs 
for survival. 
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Careful clinical evaluation of large groups of 
hypertensive patients by many investigative teams indi- 
cates that epinephrine-elaborating neoplasms, though 
uncommon, are not rare. These tumors are grouped 
generally as the chromaffinomas and subdivided ac- 
cording to their anatomic locations as pheochromocy- 
tomas, involving the adrenal glands, and paraganglio- 
mas, comprising the extra-adrenal group which may 
occur in the carotid body, in the organ of Zuckerkandl, 
or in the thoracoabdominal paraganglia.1 They are 
found more commonly on the right side than on the 
left; in approximately 10 per cent of cases they may 
occur bilaterally or in both intra- and extra-adrenal 
positions; they are highly vascular and usually en- 
capsulated ; they are seldom palpable ; occasionally they 
are found to be malignant; and, rarely, they may be 
entirely asymtomatic.? 

The paroxysmal hypertension syndrome, associat- 
ed with a paraganglioma, was first reported by Labbé 
in 1922. Five years later Charles H. Mayo removed a 
pheochromocytoma, following which the patient’s hy- 
pertensive state was relieved.?, Every physician who 
attends these patients should be aware that arterial 
hypertension may be due to hyperadrenalinism, wheth- 
er the hypertension is paroxysmal, intermittent, or sus- 
tained in type. 

That these cases are in fact not rare has become 
very apparent to us. In a moderate series of cases 
screened with Regitine methanesulfonate and subse- 
quently studied in greater detail we have observed 
four cases since April, 1952, which met the diagnostic 
criteria considered necessary to clinical classification as 
probable secreting chromaffinomas. That group does 
not include one other case which, from a clinical 
standpoint, we presumed a likely pheochromocytoma. 
In that case we could not justify further studies, owing 
to the patient’s advanced years and precarious cardiac 
status. We observed an 80-year-old female in repeated 


hypertensive crises with systolic readings that fluctuat- 
ed as much as 150 mm. of mercury, and on flat kidney, 
ureter, and bladder radiographs a mass in the left 
suprarenal position measuring 6 cm. in diameter was 
visualized. The patient has since expired from a cere- 
brovascular accident. 

Screening technics utilizing epinephrine-norepi- 
nephrine blocking agents have been in use for some 
years now. Most of the drugs so used, though of defi- 
nite value, have not been uniformly dependable or safe. 
The frequency of unpredictable serious reactions to 
those testing drugs made hospitalization mandatory, 
imposing an additional economic burden that some pa- 
tients could ill bear. Also, the attendant danger pre- 
cluded any possibility of subjecting large numbers of 
hypertensives to routine screening procedures until the 
introduction of Regitine, a phentolamine methanesulfo- 
nate, and early reports of its clinical use by Emlet and 
his coworkers,’ and others. It ideally fills the need for 
a screening agent that is safe, reliable, and relativel) 
inexpensive ; it is not difficult to administer or interpret 
the results; and it permits the testing of patients 
wherever they are seen—in the hospital, in outpatient 
departments, in the clinic or physician’s office, or in the 
home. We have to date observed no untoward reac- 
tions to Regitine, though the majority of our cases 
have been tested by rapid intravenous injection of the 
drug, whether the patient was in acute hypertensive 
crisis or following bed rest preparation in elective cases 
under basal conditions. Of the four patients that w: 
have classified as having probable chromaffinomas we 
have had the opportunity thus far to explore one 
surgically ; this case proved to be a degenerating pheo- 
chromocytoma. It is reported in detail. 

A 61-year-old white female was first seen at her 
home by a clinic physician on May 26, 1953. Her com- 
plaints at that time included occipitotemporal cephalgia. 
vertigo, tinnitus, inconstant visual disturbances, a sen- 
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sation of intracranial pressure, and dyspnea associated 
with precordial weight sense, all noted intermittently 
for a period of 2 weeks. There had been previous at- 
tacks of similar nature. She had been a known hyper- 
tensive for at least 6 years, and had been placed on a 
salt-poor diet by her then attending physician. Mano- 
metric readings on this date were 270/120 right and 
230/110 left, with a pulse rate of 110, respiratory rate 
of 16, and oral temperature of 99 F. As a temporary 
expedient, she was given sedatives, placed on a regimen 
of mannitol hexanitrate with phenobarbital, and ad- 
vised to report to the clinic for additional evaluative 
studies. 


On June 17, 1953, a further history was taken, 
and it was stated that the patient had for some time 
endeavored to lead a rather sedentary life since she 
had concluded from experience that any emotional 
‘risis or unusual physical exertion would initiate an 
ttack that would begin with an intense headache and 
ve succeeded by tinnitus, vertigo, palpitation, anxiety 
nd premonition of impending disaster, profuse cold 
-weats, trembling, and marked weakness. Physical ex- 
«mination on this date revealed: weight 103 pounds, 
height 59 inches, blood pressure 192/94, eyeground- 
vascular ratio 1:3, no restriction of visual fields to 
gross tests, impalpable thyroid, liver margin 1 inch 
below the right costal angle, reflexes somewhat hyper- 
active, no other remarkable findings. Posteroanterior 
and lateral radiographs of the chest did not reveal any 
cardiopulmonary abnormalities. A flat film of the kid- 
ney, ureter, and bladder suggested possible minor 
downward displacement of the left kidney, with no 
suprarenal masses visualized. 


Laboratory survey is recorded as follows: voided 
urine essentially negative; hemoglobin, 99.0 per cent; 
erythrocytes 4,950,000; leukocytes 5,500; lymphocytes 
30 per cent; monocytes 1 per cent; stab cells 1 per 
cent; neutrophilic segmented cells 67 per cent; ba- 
sophils 1 per cent; blood sedimentation (Westergren) 
5 mm. in 60 minutes ; nonprotein nitrogen 34.5 mg. per 
100 cc.; fasting blood sugar, 127.0 mg. per 100 cc.; 
Mazzini test negative ; brucellosis agglutinins negative ; 
Giemsa stained peripheral blood smears negative for 
malaria parasites ; thymol turbidity 1.1 units ; cephalin- 
cholesterol flocculation tests negative in 24 and in 48 
hours ; red cell morphology normal. 


Following bed rest, hyperadrenalinism screening, 
utilizing 5 mg. Regitine* intramuscularly, was record- 
ed as follows: resting basal blood pressure, 195/95; 5 
minutes, 195/95; 10 minutes, 190/90; 15 minutes, 
188/90; 20 minutes, 185/90; 25 minutes, 180/90; 30 
minutes, 175/70; this was interpreted as an equivocal 
test. On June 18, 1953, again following bed rest, testing 
with 5 mg. Regitine intravenously, the factors were: 
resting basal blood pressure, 220/110; 30 seconds, 
190/90; 1 minute, 150/80; 90 seconds, 160/90; 2 min- 
utes, 165/85; 150 seconds, 160/85; 3 minutes, 160/90; 
+ minutes, 175/90; 5 minutes, 186/86; 6, 7, 8, 9, and 
10 minutes, 190/90; test interpreted as positive for 
excessive circulating epinephrine-norepinephrine. The 
patient was advised to accept hospitalization for retro- 
grade pyelographic and perirenal air studies. Those 
studies were carried out at Oklahoma Osteopathic Hos- 
pital on June 22, 1953. The radiologic reports were as 
follows: 
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Abdominal survey film demonstrates radiopaque ureteral 
catheters in position bilaterally. The perimeter and position of 
the right kidney are within normal range. The left kidney is 
slightly larger than normal and presents an irregular outline at 
the upper pole. However, visualization of this area is compli- 
cated by superimposition of the shadow of the transverse 
colon. The entire large bowel is moderately distended with gas 
but without significant pattern. The liver margin is smooth 
and not remarkable. An aggregate of heterogenous calcium 
density measuring 1.5 by 1 cm. is visualized in the right elev- 
enth intercostal space posteriorly near the nipple line. This 
deposit is definitely outside the structure of the right kidney. 
A bilateral sacralization of last lumbar vertebra presents a 
very stable appearance. The upper four lumbar vertebrae are 
normal. Upon injection of 7 cc. of 35 per cent Diodrast 
through each ureteral catheter the cavitary portions of both 
kidneys were well filled. The calices of the right kidney are 
sharply cupped. The infundibular portions are normal. The 
right renal pelvis presents no unusual contours. The calices of 
the left kidney are sharply cupped. Moderate pyelorenal back- 
flow is present. The infundibular portions are normal. The 
left renal pelvis is within normal limits. At this point in the 
examination the left perirenal space was insufflated with 230 
cc. of air. This procedure demonstrated a smooth left kidney 
perimeter with a roughly ovoid mass lying adjacent to the 
supermedial margin of the upper pole. This mass measures 
approximately 3 by 5 cm. The upper pole of the left kidney is 
displaced laterally 2.6 cm. from its normal position. Conclu- 
sions are: heterogenous calcium deposit in the gallbladder 
region; bilateral sacralization of the fifth lumbar vertebra; 
calycine, infundibular, and pelvic portions of the renal struc- 
tures not disturbed; lateral displacement of the upper pole of 
the left kidney by a soft tissue mass consistent in contour and 
position with pheochromocytoma. 


On June 24, 1953, under thiopental sodium-anec- 
tine-endotracheal nitrous oxide-oxygen anesthesia, with 
ample Regitine available for immediate intravenous in- 
jection in event of hypertensive crisis, left suprarenal 
exploration was carried out through an extended Berg- 
mann-Israel approach. Medial to the superior pole of 
the left kidney a golden yellow tumor mass in adrenal 
position, roughly rounded in contour and partially oc- 
cupied by a dark-hued cyst, was found. Excision of 
the mass after cautious dissection, the vessels being 
clamped at a distance, was accomplished. At no time 
did extreme fluctuations of blood pressure occur. The 
report of the pathologist was: “Microscopic examina- 
tion shows a structure derived from adrenal body, 
rather irregular in arrangement with thick fibrous cov- 
ering. Mass is degenerating pheochromocytoma.” The 
postoperative hospital stay was singularly uneventful. 
The patient was released to her home on July 1, 1953. 
There have been no recurrences of hypertensive crises, 
blood pressure has stabilized at about 170/90, and 


she has felt consistently well. 
SUMMARY AND CONCLUSIONS 


1. As evidence accumulates we must conclude that 
arterial hypertension due to epinephrine-secreting tu- 
mors is less rare than the clinician may appreciate. 


2. With few exceptions, the clinical evaluation of 
hypertensive patients should include screening for ex- 
cessive circulating epinephrine-norepinephrine. 

3. Regitine is a safe, dependable, inexpensive 
adrenergic-blocking agent. We have to date encoun- 
tered no significant side reactions to Regitine, though 
the majority of our cases have been tested by rapid 
intravenous injection of the drug. Regitine is a valu- 
able adrenolytic agent for emergency use in surgery 
during exploration and excision of epinephrine-secret- 
ing tumors. We believe that it may be lifesaving dur- 
ing hypertensive crises that can arise immediately 
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following the excessive liberation of epinephrine- 
norepinephrine. 

We have reported in some detail a case of 
paroxysmal arterial hypertension associated with pheo- 
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chromocytoma, preoperatively diagnosed, demonstrate: 
by perirenal air study, and successfully removed. 
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Pathologies Resulting in Myocardial Failure 
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Heart disease is still the great killer and destroyer 
of men and every physician must be vigilant and con- 
tinue to crusade against it. “The heart is a strong 
organ. It does not fail on slight provocation’? is 
probably one of the most succinct statements ever 
made on the subject, and, if anything, is a masterpiece 
of understatement. This paper is an attempt to analyze 
the underlying factors that can cause the stalwart heart 
to fail. 

A consideration of myocardial failure brings to 
attention the reasons for the need of heart action and 
circulation and some fundamental aspects of life and 
death. Strange as it may seem, the diagnosis of death 
is one of the most difficult to make with absolute cer- 
tainty. Leaving aside theologic and philosophic con- 
siderations, for the purpose of this symposium life 
might be considered in terms of maintenance of the 
oxygen cycle. Oxygen is required for metabolism, 
and carbon dioxide must be eliminated. If this cycle 
is uninterrupted the individual lives ; if it is interrupted 
for any appreciable period, he dies. 

Some tissues are more sensitive to oxygen pri- 
vation than others, and it is usually assumed that the 
cerebral centers cannot survive for more than 3 min- 
utes without oxygen. I have on occasion autopsied 
individuals who have been caused to live clinically 
after this period, but I can assure you they were 
really only vegetating organisms. Maintaining the 
oxygen cycle requires a supply of oxygen from res- 
pirations. The lungs exchange both oxygen and carbon 
dioxide, more or less simultaneously. The vital cen- 
ters of the brain are essential to the control of respira- 
tions. The oxygen absorbed and the carbon dioxide 
to be eliminated must be carried by a fluid medium, 
the blood, and the action of a powerful pump, the 
heart, is required to propel this blood. An analysis of 
the oxygen cycle in these terms seems to make it so 
much more tangible and the significance of the life 
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processes so much more real. The purpose of this 
paper is to see how and why the oxygen cycle is 
affected by the failure of a very strong and efficient 
pump, a pump that works 24 hours every day yet, 
under conditions of health, rests more than half of 
that time. 

Chronologically the first instances in life of myo- 
cardial failure are those occurring in association with 
congenital defects of the heart and great vessels. De- 
fects in the interatrial septum, anomalies of the great 
vessels, or combinations of cardiac defects, such as the 
tetralogy of Fallot, provide a mechanical problem for 
which the heart is unable to compensate, and thus the 
myocardium will fail just as any engine will break 
down if the load is too great. These conditions result 
in the common mistake of speaking of heart disease, 
particularly myocardial failure, as weak heart. Actually, 
in these conditions the heart is often much stronger 
and heavier than the normal heart, the difficulty being 
in burdering the heart with more work than it can 
accomplish. Not infrequently the first hint of con- 
genital heart disease is an enlarged heart. 

Rheumatic diseases account for the greatest per- 
centage of heart failures. In cardiac disease it is 
important to think of rheumatic heart disease as a 
disease of the whole heart. Too frequently physicians 
still cling to the older idea that it is a disease of the 
endocardium. Rheumatic diseases involve the peri- 
cardium, myocardium, and endocardium, thus resulting 
in carditis rather than endocarditis. 

The acute processes of rheumatic carditis may lead 
to myocardial failure just as may those of any other 
infectious disease, but here I will consider the more 
chronic features. Rheumatic diseases may bring about 
great changes in the valvular apparatus. There are 
many theories as to just why this should be so and 
how it happened. The theory of the pathogenesis of the 
valvular lesions of rheumatic disease which I prefer 
has trauma as its basis. In rheumatic diseases the 
heart valves are slapped together harder and very much 
more frequently than under normal circumstances, and 
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thus trauma occurs at the points of closure. It seems 
to be more than coincidence that the primary lesions 
are always at the points of closure, never at the free 
edges, and that the frequency of the lesions is in direct 
arithmetic relationship to the force of closure; that 
is, the left-sided valves are involved in extrauterine life, 
the right-sided valves are involved in intrauterine life, 
and the mitral valves are involved more frequently than 
the aortic. 


Rheumatic lesions of the heart valves may so dis- 
tort the valves by ulceration or tearing of the chordae 
tendineae that the heart is inefficient as a pump and 
failure may ensue. More frequently the healing process 
distorts the valves by curling, foreshortening, or adhe- 
sions so that they are mechanically unsatisfactory. 
Clinically these changes are usually referred to as either 
stenosis or insufficiency, but it must be remembered 
that a stenotic valve is also insufficient, and an insuffi- 
cient valve is also in some measure stenotic. 


The full significance of valvular damage can be 
understood only when it is remembered that the heart 
valves depend upon their extreme delicacy and flexi- 
bility for their function. There is no active mechanism, 
muscular or otherwise, inherent in valves that opens or 
closes them; they must float freely in the current of 
blood. One of the first pathologic mechanisms of dam- 
aged valves is loss of delicacy, loss of flexibility, and 
inability to float freely in the current of blood. Thus 
the thickened, less pliable valves in valvular disease 
offer a variable amount of impediment to the flow of 
blood and also fail to close completely as required, and 
thus it is said that under all circumstances of valvular 
disease the valves are both stenotic and insufficient to 
some, though variable, degree. It is true that clinically 
the lesion may be predominantly either stenotic or re- 
gurgitant, and it is probably clinically satisfactory to 
refer to mitral stenosis or mitral regurgitation as the 
case may be. 


In any event, damaged valves reduce the mechani- 
cal efficiency of the heart as a pump, and the heart must 
do more work to maintain the circulation of the blood 
at rest or at the basal level. A law of the physiology of 
heart muscle is that a fiber does its maximum work at 
a point of maximum physiologic stretch. The heart 
responds by dilatation to the increased burden of work 
in valvular disease. This allows the fibers to arrive 
at the point of physiologic stretch. This phenomenon 
is accomplished at the expense, however, of loss of re- 
serve. When the heart is stronger and has a greater 
capacity for work it has less reserve. In order to re- 
build reserve the muscle cells hypertrophy and the size, 
thickness, and weight of the true myocardium becomes 
greater. This is usually considered a work hypertrophy, 
and, in a sense, it is just that, but the pathogenesis is 
somewhat more involved than the term “work hyper- 
trophy” implies. 

There are several factors of pathologic physiology 
that militate against efficiency in hypertrophy of the 
heart. It may be said generally that the mass of proto- 
plasm of a heart muscle cell increases in geometric 
proportion while the surface for absorption of oxygen 
and diffusion of waste increases in arithmetic propor- 
tion. Thus as the muscle cell becomes larger, its oxy- 
gen cycle, or life process, increases to a lesser degree 
and, to all intents and purposes, diminishes. A similar 
and perhaps more striking example is shown by the 
inefficiency of erythrocytes as they increase in size 
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and in roundness, the inner protoplasm becoming fur- 
ther and further removed from its supply of oxygen 
and its ratio of oxygen becoming lessened. In this way 
serious loss of efficiency occurs. 


The heart occupies a singular position in the oxy- 
gen cycle so far as its own oxygen supply is concerned. 
This is the one organ of the body that must take its 
blood or oxygen supply during diastole and only during 
diastole. All other organs and tissues can take oxygen 
during systole, but a contracting muscle cannot take in 
blood so the heart is limited to diastole for receiving 
oxygen. One of the great tragedies resulting from 
increased work demands upon the heart is shortening 
of the period of diastole. I stated previously that the 
healthy heart works 24 hours each day but rests more 
than it works. When the heart must perform more 
work there is less time to rest, less time to take in 
oxygen, less time to rid itself of waste, and the system 
of gaseous exchange is less efficient because of the dis- 
turbed ratio of surface to mass of the individual cells. 
Inevitably failure ensues ; it is amazing that it does not 
occur sooner. 


The pattern of valvular lesions in rheumatic 
carditis will determine the changes in the configuration 
of the heart. If the valvular lesions are predominantly 
aortic the burden will fall upon the left ventricle with 
dilatation and hypertrophy. If the lesions are predomi- 
nantly those of mitral stenosis, there will be no neces- 
sity for great increase in size of the left ventricle, and 
that portion of the heart will remain small while the 
other portions become large. In fully developed clinical 
mitral stenosis the left ventricle appears very small in 
comparison to the other chambers. In mitral stenosis 
and in other valvular lesions of the left side the burden 
sooner or later falls upon the left atrium. The atrial 
wall is quite thin under normal circumstances, and 
even if it has become twice as thick as normal it may 
not attract attention even at autopsy. One of the tell- 
tale changes, however, is an “ironed-out” appearance 
within the left atrium. 


In valvular disease the burden placed upon the 
right side of the heart is inevitably increased. The 
walls of the right ventricle are relatively quite thin. 
Hypertrophy of the right ventricle, even when severe, 
may escape detection just as it may not be noted in the 
left atrium. However, thickening of the right atrium 
is even more difficult to discover. 


Two other valvular lesions which may lead to 
heart failure are sclerotic valvular disease and syphilis. 
Sclerotic valvular disease is very similar to athero- 
sclerosis of the arterial system and may result in mas- 
sive deposits of calcium in the valves with mechanical 
disability. Syphilis of the heart, or myocardial syphilis, 
was formerly much talked about but its actual occur- 
rence can be seriously doubted. The condition so 
named is now believed to be caused by multiple areas 
of cicatrix resulting from episodes of minimal occlusive 
disease. Syphilis of the aorta, however, is a serious 
threat. Syphilis begins in the adventitia of the arch 
and spreads both toward and away from the valves. 
Implication of the valvular area produces changes, de- 
formity of the aortic cusps, and spread of the valves at 
their commissures. The latter in particular is responsi- 
ble for aortic regurgitation and ultimate failure. 


Thus far consideration has been given only to 
heart failure due predominantly to mechanical disturb- 
ances intrinsic to the heart. A similar chain of events 
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occurs as a result of defects outside and beyond the 
heart. Systemic arterial hypertension is a great factor 
in heart failure. The increased pressure offers an im- 
pediment to the outflow of blood from the heart, and 
the burden falls chiefly upon the left ventricle. The 
mechanism of dilatation, hypertrophy, and ultimate 
myocardial failure is similar to those already de- 
scribed but includes the additional factor of disturbed 
metabolism which may develop, particularly with 
nephrosclerosis. Coarctation of the aorta, though much 
less frequent, presénts a similar mechanical problem. 

Mechanical factors placing an excessive burden on 
the right ventricle have been mentioned with the sub- 
jects of valvular lesions and congenital defects. To 
these should be added the very much overlooked condi- 
tions of pulmonary hypertension, other than mitral 
stenosis, and left heart failure, notably pulmonary 
emphysema and pulmonary arteriolar sclerosis. At 
autopsy discovery of pulmonary atherosclerosis is evi- 
dence of pulmonary hypertension during life. In the 
scientific exhibit of the 1935 Convention of the Ameri- 
can Osteopathic Association there were included dis- 
sections and exhibits of this phenomenon. 

Certain peripheral demands that may eventuate in 
myocardial insufficiency include hyperthyroidism, exer- 
cise, anemia, pregnancy, cough, fever, anoxia, and 
arteriovenous fistula. Increased blood volume in these 
conditions is one of the most intriguing factors leading 
to myocardial insufficiency. Overloading by transfu- 
sion and administration of fluids is quite well recog- 
nized, but in autopsy findings it is very striking to 
see the great blood volume in heart disease. It is diffi- 
cult to separate cause and effect, but it has been my 
rule to search for heart disease when a body exhibits 
an obvious large amount of blood. Over and over again 
it has been possible to demonstrate by actual measure- 
ment the excessive volume of blood in heart disease. 

The diseases so far referred to result in myocardial 
failure more or less indirectly by perverting the physi- 
ology of the heart. There is another great group of 
pathologic conditions, dominated by coronary occlusive 
disease and coronary insufficiency, that directly produce 
myocardial insufficiency and failure. 

The simplest form of coronary occlusion would be 
produced by a foreign body entering a coronary artery, 
becoming impacted, and resulting in coronary em- 
bolism. This is quite unusual but might occur if a 
fragment in vegetative endocarditis were swept, par- 
ticularly from an aortic cusp, into a coronary ostium. 
Syphilis of the aorta affecting the first portion of the 
aorta in the region of the coronary openings has already 
been referred to. Not infrequently this syphilitic tissue 
may suddenly occlude a coronary opening and cause 
instant death in dramatic fashion. This is one of the 
hazards of syphilitic aortitis. 


Most frequently coronary occlusive disease has its 
origin in the coronary system in the form of atheroma- 
tous degeneration or atheromatous deposits. I shall not 
discuss the controversial problem of the pathogenesis of 
coronary atheromatous degeneration but shall merely 
state that such degeneration does take place. Coronary 
atheromatous deposits may ulcerate and cast debris into 
the involved coronary artery. These fragments consti- 
tute foreign bodies and may become impacted at a 
more distal point and result in the phenomenon of em- 
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bolism. Death may be dramatic, sudden, and totally 
unexpected. Atheromatous deposits may contribute 
to coronary thrombosis with occlusion or embolism 
from the thrombus bringing about the same result. 
Many times coronary atherosclerosis is extensive and 
severe for a considerable time when suddenly occlusion 
becomes complete. It is difficult to understand why an 
obviously chronic occlusive mechanism has changed in 
this manner and become acute. In these instances hem- 
orrhage into a plaque may explain the phenomenon. 
Not infrequently an individual with this condition is 
found dead in his bed, and there is abundant reason to 
believe that he died in his sleep. It is my belief that 
the acute episode occurred because of a troublesome, 
frightening dream. This idea is further supported by 
the occurrence of extreme fright as the precipitating 
factor during waking hours. It is postulated that the 
alarm reaction produces sudden coronary hypertension, 
and a weakened twig in the arterial wall gives way to 
produce the hemorrhage. Such a hemorrhage may be 
very small, much smaller than the head of a pin, and 
will escape detection unless it is looked for very care- 
fully. 

These mechanisms of coronary occlusive disease 
result in myocardial infarction just as infarction may 
occur in any other organ as a result of vascular occlu- 
sion. The result is death of tissue. The patient’s life 
or death depends on the extent of myocardial infarction 
and its location. Often the extent of infarction is un- 
believably great, yet the patient may survive many at- 
tacks. At other times the infarction is apparently much 
smaller, yet the patient may die at once. Generally 
speaking, the hazards of coronary occlusion are in 
inverse proportion to the patient’s age. Because he has 
developed less collateral circulation to accommodate this 
emergency, the younger patient is in more danger 
from it. 

A very significant form of coronary insufficiency 
without occlusion has been noted. Young, sometimes 
very young, individuals die suddenly, unexpectedly, and 
dramatically as a result of coronary insufficiency. At 
autopsy the coronary arteries, instead of being oc- 
cluded, are widely dilated. Such a type of coronary 
hypotension produces a state of insufficiency which is 
just as real as that of coronary occlusive disease. How- 
ever, in a young doctor who died of acute coronary 
occlusion I was able to demonstrate miliary tubercles 
as the occluding mechanism. 

Mention must be made that myocardial insuffi- 
ciency results from acute infectious fevers, particularly 
diphtheria. Other toxic circumstances may produce 
the same end-result. 


Finally there are circumstances which prevent the 
heart from filling and result in myocardial failure. One 
of these is adhesive pericarditis, with or without calcifi- 
cation, or adhesions to the chest wall. Another striking 
phenomenon is cardiac tamponade. This mechanism is 
frequent in sudden unexpected death. Massive hemor- 
rhage into the pericardial sac may result from tearing 
in the first portion of the aorta usually unaccompanied 
by trauma. Another frequent mechanism is rupture of 
the heart which may be associated with coronary occlu- 
sive disease and infarction. 


126 W. Grixdale 
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Management of Congestive Heart Failure* 
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Although with the passage of time much progress 
has been made in the treatment of heart failure, par- 
ticularly that concerned with fluid and electrolytic 
balance, it is my opinion that the physician’s first 
consideration should be toward the patient’s mental 
reaction to his illness. Everybody, without exception, 
considers his heart the most important organ of the 
body. When something goes wrong with his heart 
and the patient’s attention is focused upon this 
physical disaster, he naturally becomes apprehensive, 
and his own fears and worries only add to his physical 
burdens and handicap. The physician should first 
strive to obtain the patient’s full confidence, and, hav- 
ing done so, he can accomplish much through reassur- 
ance alone. 


ACUTE PHASE OF CONGESTIVE HEART FAILURE 

I will picture a patient with acute left ventricular 
failure which has presented itself rather dramatically 
with acute respiratory embarrassment. When _ the 
physician arrives at the home, he notes a patient in 
the sitting position, gasping for breath, with a notable 
wheezing respiration, and, upon auscultation, both 
inspiratory and expiratory rales of a moist bubbling 
nature are present. A cough added to this picture 
only affords more embarrassment for the patient and 
is productive of a pink-tinged sputum. In addition, 
the patient is obviously apprehensive, the skin pallid 
and moist. The blood pressure is rather elevated, and 
the pulse rate is very rapid and somewhat thready, 
perhaps demonstrating an arrhythmia. Although | 
have described a patient who is in a very serious 
state, the family in attendance is very often more 
apprehensive than the patient himself and requires 
more reassurance and psychotherapy from the phy- 
sician, 

The first concern of the physician is to bring 
comfort to the patient, permit him to secure sleep, 
and certainly to relieve his apprehension. The use 
of morphine in these cases has recently raised a con- 
troversy. Some, including myself, continue to advo- 
cate its use, while others feel that it only adds further 
burden to the already embarrassed respiratory center. 
However, the benefits to be obtained from rest and 
complete relaxation following a cardiac bout far out- 
weigh the possibility of slight further depression of 
the respiratory center. The dosage employed need not 
exceed 15 mg. (% grain), and it is rarely necessary 
to give the drug again. 

Oxygen, which is usually not immediately avail- 
able unless the patient is in a hospital, would certainly 
do much to relieve the respiratory burden. Since these 
attacks are usually short lived, a BLB mask is quite 
satisfactory. Securing such equipment from a supply 
house is hardly warranted for the patient will usually 
be over his attack before it is delivered. 

Aminophyllin may be employed intravenously but 
should be administered very slowly. The use of this 
drug by this route is not without a degree of danger. 
However, it frequently affords remarkable subjective 
respiratory relief. Similar benefits may be obtained 
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from intravenous Coramine which primarily stimulates 
the respiratory centers. For the days following the 
patient’s attack, it is frequently advisable to administer 
aminophyllin at bedtime by rectal suppository. This 
simple procedure more times than not will prevent a 
nocturnal recurrence of the acute attack and will per- 
mit the patient to sleep. 

Perhaps one of the most beneficial therapeutic 
agents we of the osteopathic profession have to offer 
these patients, is osteopathic manipulative therapy. Rib 
raising, with the patient in the supine position, in an 
effort to increase pulmonary aeration and release the 
inevitable spinal muscular tension, is extremely val- 
uable. In addition, the physician should carefully 
evaluate the segmental centers specifically concerned 
with the sympathetic supply to the heart. Any correc- 
tive manipulative therapy should be gently applied and 
concentrated within the upper dorsal and lower cervical 
areas including the associated ribs. 


Pooling of the blood by tourniquet technic should 
not be overlooked as a possible means of relieving the 
pulmonary and cardiac burden. This is a simple pro- 
cedure wherein three or four tourniquets are applied 
to the extremities for the purpose of trapping the 
venous blood and relieving the pulmonary burden. If 
such therapy is employed, which frequently is very 
gratifying in its end results, it should be remembered 
that these tourniquets must be alternately released for 
short intervals every 10 to 15 minutes. Phlebotomy is 
still practiced by some and will quickly relieve the 
pulmonary burden by reduction of blood volume. How- 
ever, this is soon replaced by body fluids and the situa- 
tion is no better than it would have been if the 
tourniquet technic had been used originally. 

If the patient has not already been digitalized for 
his known pre-existing cardiac problem, digitalization 
should be instituted immediately or at least by the 
following morning after he has secured a restful night's 
sleep. Rapid digitalization is rarely necessary ; 24 hours 
can be taken to accomplish it by administering 0.4 mg. 
of digitoxin every 6 hours for three or four doses, de- 
pending on the size of the patient and the physiologic 
effects obtained. With the establishment of a more 
stable ventricular rate or rhythm it is well at this time, 
in my opinion, to change to a maintenance dosage of 
0.1 gm. (1% grains) of one of the whole leaf prep- 
arations. A whole dried leaf preparation seems to be 
a more satisfactory medium for maintenance therapy. 

If the patient has been receiving digitalis right 
along and perhaps slips into failure again, it should 
raise the question in the physician’s mind as to whether 
or not the patient was fully digitalized. In such a case 
the physician may choose to increase the daily dosage 
very cautiously to the point of toxicity, which is sig- 
naled by anorexia, nausea, malaise, and, perhaps, visual 
aberrations. For the closely guarded patient this pro- 
cedure will do no harm. Following the advent of toxic 
symptoms it is advisable to discontinue digitalis for 24 
to 48 hours before re-establishing the patient on his 
known maintenance dosage. A third problem is pre- 
sented for the physician by a new patient whose 
previous dosage of digitalis is not known or, as occa- 
sionally occurs, by a patient who voluntarily discon- 


tinues the drug because he feels that his subjective 
response to treatment no longer warrants continued 
medication. Here again the physician must be very 
cautious about digitalizing the patient and ever watch- 
ful for toxic symptoms. A closer observation of these 
patients is mandatory. 

The mercurial diuretics have proved invaluable in 
these cases, even in those where objective evidence of 
edema is lacking. The patient may be given a small 
initial dose of any of the mercurial diuretics for the 
purpose of reducing the body fluid content. This dose 
may be repeated “on following days with perhaps a 
slight increase until such time as the physician is satis- 
fied with the patient’s progress and clinical response. 

It is no longer the general consensus that these 
patients should be maintained in bed because of their 
acute myocardial collapse. A frequent change from the 
supine to a sitting position in a chair is advantageous 
and relieves both the cardiac and respiratory burdens. 
It must also be remembered that these patients, be- 
cause of the nature of their illness, have a notable 
slowing of the circulation time, perhaps predisposing 
to intravascular clotting and thrombosis. Frequent 
change of position can possibly prevent such a compli- 
cation. For very old patients, consideration should be 
given to the employment of anticoagulants to prevent 
such an accident. However, this can hardly be recom- 
mended as a routine procedure and should certainly 
not be employed unless the patient is hospitalized or 
there are adequate laboratory facilities available to 
control therapy which otherwise would incur a certain 
degree of danger. 


Following an acute accident of this type it has 
been my custom to maintain the patient at relatively 
complete rest, except for change of position, for about 
10 days, toward the end of which he may be permitted 
bathroom privileges. Much, of course, depends upon 
the individual’s response, and this should be carefully 
evaluated, but an arbitrary time limit for relatively 
complete rest of the heart should be requested before 
the patient is permitted any increase in physical ac- 
tivity. 

Perhaps one of the most important considerations 
in outlining the therapeutic regimen for these patients 
is dietary control. It is obvious that during the early 
phase of their illness, a very limited food intake is 
mandatory in order to prevent any additional burden 
upon the myocardium. Extreme limitation such as 
that imposed by the Karell diet is perhaps not essential, 
but if the daily intake can be kept down to approxi- 
mately 800 calories made up of semisolid and easily 
digestible foods, with frequent feedings, the additional 
burden upon the heart is practically nil. 

Despite suggested limitation in caloric values, the 
diet may be supplemented by rock candy, Karo, and 
other concentrated carbohydrates for their nutritional 
value and for replacement of glycogen stores in the 
myocardium. Unless fluid retention presents a major 
problem and the degree of edema is marked, it is not 
necessary to resort to the Kempner regimen or its sug- 
gested several modifications. However, the marked 
limitation of salt intake is mandatory. Addition of salt 
at the table should certainly be prohibited and, as far 
as possible, salt should be eliminated in the preparation 
of foods, even at the risk of making them, to a degree, 
momentarily unpalatable. It is remarkable how quickly 
patients become accustomed to getting along with a 
low salt diet and find that it is not necessary to add 
copious quantities at table to augment the flavor of 
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their foods. For those few who psychologically cannot 
make such a sacrifice several salt substitutes are avail- 
able which may be used to flavor the food at table, 
and there is even one which can be used for cooking. 

Since the purpose is to support the myocardium 
in every way possible, the regular application of osteo- 
pathic manipulative treatment specifically to those 
vital areas concerned and to other secondary structural 
lesions during the period of convalescence is of ines- 
timable value and should not be omitted because of the 
multiplicity of therapeutic agents suggested here. Myo- 
cardial function will naturally be better if the structural 
influence over its sources of autonomic balance is main- 
tained within normal limits. 


CHRONIC CONGESTIVE HEART FAILURE 


The individuals with the more chronic form of 
congestive heart disease are more fortunate in that 
they do not suffer from the periodic explosions of 
acute failure described above. Their care and the care 
of patients in the intervals between acute attacks, whose 
duration may be individually variable, present problems 
different from those encountered in handling acute at- 
tacks. 

The primary concern with these patients is the 
accurate evaluation of their limited exercise tolerance 
and restriction of their physical activity below this 
point. Every effort should be made to prevent the 
occurrence of distressing symptoms, such as dyspnea 
and precordial pounding, associated with placing any 
excess burden upon the heart which is already laboring 
under a physical handicap. In addition to this, it is 
advisable to arrange for periodic rest periods during 
the day when the patient will either lie down or sit 
in a chair with his feet elevated for temporary relief 
of the cardiac burden as far as possible. Adequate 
rest at night with or without sedation is, of course, 
essential. It may be that the individual is so limited 
in cardiac reserve that his exercise tolerance is mark- 
edly restricted, and more and prolonged rest periods 
during the day will be necessary. 

For these patients the judicious and regular appli- 
cation of osteopathic manipulative treatments as indi- 
cated to the specific areas concerned with myocardial 
innervation and blood supply is of inestimable value, 
and it should not be subordinated to any other more 
specific or adjunctive therapy. Every effort should be 
made to maintain normal structure, thereby insuring 
as normal innervation to the heart and lungs as pos- 
sible and permitting more normal function of the 
organs involved. Naturally no specific approach to 
osteopathic manipulative treatment can be outlined, be- 
cause each case is an individual problem and should 
be approached as such. Treatment should for the most 
part be limited to correction of abnormal structure as 
indicated or required at the moment and to maintaining 
the normal state. Increase of pulmonary aeration by 
simply raising the patient’s ribs while he is in the 
supine position can in itself do much to overcome the 
associated passive pulmonary stasis and to increase 
the lymphatic drainage of the lungs. This may then be 
assumed to be an indirect method of increasing cellular 
oxygen uptake. 

Maintenance digitalization in these cases is essen- 
tial and dosage must be carefully evaluated. Careful 
clinical evaluation will indicate an increase in exercise 
tolerance through a decrease of dyspnea on exertion 
and, possibly, a decrease in dependent edema. Physical- 
ly, determination is made by noting at auscultation the 
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maintenance of a more normal cardiac rate and an in- 
crease in the myocardial tone. 


Signs of digitalis overdosage include unexplained 
anorexia or nausea, or, perhaps, arrhythmias, particu- 
larly extrasystoles which result in a bigeminal rhythm. 
Visual color aberrations rarely occur unless digitalis 
overdosage is great. 


Dosage control may further be aided by serial 
electrocardiographic studies; ST segmental sagging 
will normally be present, but if diminution of ampli- 
tude to the point of inversion of T waves makes its 
appearance, overdosage is to be suspected. Ballisto- 
cardiography plays a very helpful part in this respect, 
for with adequate digitalization and the attendant in- 
crease in myocardial tone, the graphic record may be 
expected to return to a more normal pattern. The 
average daily dose of digitalis in maintenance therapy 
approximates 0.1 gm. (1% grains) of the whole leaf 
preparations which, in my opinion, are better than the 
purer glycosides. Tolerance to the drugs is an indi- 
vidual matter, and, in maintenance therapy, some pa- 
tients will require a smaller dosage while a few will 
require greater dosage. If for any reason digitalis 
control is lost and increased dosage is indicated for 
better compensation, the situation must be approached 
with extreme caution. Compensation may be reattained 
either through restoration of a more normal functional 
state of the heart or by administering digitalis to the 
point of early toxicity when the full effect of the drug 
may be assumed. Slight toxicity is harmless, but dili- 
gence is necessary to keep within that limit. 


It is to be remembered that when the mercurial 
diuretics are employed for better control of chronic 
cases, as is frequent when dependent edema or passive 
pulmonary stasis continuously presents a problem, re- 
lease of digitalis held within the body fluids may pro- 
duce sudden toxic symptoms. The diuretic should be 
immediately discontinued and should not be used again 
until a normal status is restored. 

There are many mercurial diuretics available to- 
day, all of which have individual merit. It is better to 
start with small intramuscular test doses and gradually 
increase the dose as indications for its need are pre- 
sented. One-half to 1 cc. may be used and a second 
dose delayed as long as feasible, depending upon the 
individual response. This dose may be gradually in- 
creased to 2 cc. intramuscularly over a period of from 
3 days to 3 weeks, the length of the period to be 
judged by the therapeutic response. Intravenous ad- 
ministration is preferred by some who believe the 
diuretic effect is better than that produced by intra- 
muscular injection. However, the slight increase in 
danger in using the intravenous route as compared to 
the relative safety of the intramuscular route would 
preclude such administration. Sudden death, fortu- 
nately, in only a few cases, has occurred following 
intravenous administration. 


It is well to supplement mercurial diuretics with 
3 to 4 grams daily of ammonium chloride in enteric- 
coated tablets. When a more acid urine is maintained 
it has been suggested that the effectiveness of the drugs 
is enhanced, and the diuretic effects of the single ad- 
ministration increased. There has recently been some 
dispute as to the absolute necessity of using such 
supplemental therapy and whether diuresis is actually 
thereby increased. However, no toxic effects or ad- 
verse reaction is to be anticipated through employment 
of ammonium chloride, and it is therefore recom- 
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mended for its possible beneficial end results. Pri- 
marily, the purpose of diuretic therapy is to rid the 
body in part of the retained sodium ion which causes 
excessive fluid to accumulate in the tissues. The sodium 
ion is replaced with the ammonium radical which does 
not have the same retentive effect. 


This end result can also be obtained through a low 
sodium or salt diet. By eliminating the intake of the 
ion in question, the necessity for employing such 
means to discharge it from the body is naturally elimi- 
nated. When the retention of fluid is remarkable and 
the degree of tissue edema amounts to an increase in 
body weight of perhaps 20 or 30 pounds, the employ- 
ment of the Kempner regimen or low sodium diet 
containing no more than 0.5 grams of sodium chloride 
intake in 24 hours is indicated. Along with other 
measures described in the management of these cases 
this procedure is remarkably effective in bringing about 
the desired results through the elimination of retained 
fluids. Such a program is almost inevitably distasteful 
to the patient and becomes intolerable over a prolonged 
period. However, it is rarely necessary to maintain 
such a rigid regimen longer than the period of hos- 
pitalization, and it is reasonably doubtful whether the 
patient would voluntarily continue such a regimen. 
While in the hospital the patient cannot cheat, for his 
diet is carefully controlled, but at home this is a differ- 
ent problem. 


When satisfactory diuretic effects have been ob- 
tained through these combined therapies the patient 
may be placed on a reasonably low salt diet, which 
will permit a greater variety of foods, which is cer- 
tainly a pleasanter prospect for the patient. The addi- 
tion of salt for seasoning while cooking or its addition 
at the table should be curtailed as far as possible, but 
if the flatness of the diet is still intolerable, numerous 
salt substitutes are available which are nontoxic and 
which will make a meal more palatable. 


The use of ion exchange resins has been recom- 
mended and has gained some popularity with doctors 
and with patients by limiting sodium intake through 
preventing its absorption within the gut. These prep- 
arations have been improved to such a degree that they 
now cause the patient little subjective distress such as 
nausea and constipation which frequently attended the 
use of the earlier compounds. 

From what has been said, it is obvious that one of 
the primary aims in the management of chronic con- 
jective heart failure is weight reduction and its con- 
comitant diminution of the burden upon the heart. 
This is further to be obtained by reasonable limitation 
of the caloric content of the diet through the inclusion 
of only the essential protein, carbohydrate and fat 
content, eliminating as far as possible the nonessential 
high caloric elements for which the body has no need, 
particularly in this instance. Vitamin supplementation 
of the diet is indicated when dietary restriction must 
be marked. Fluid intake, particularly water, need not 
be so strictly limited, as previously believed, when kid- 
ney function can be maintained at a normal level 
through adequate blood supply. It must not be forgot- 
ten that the greater volume of fluid passing through 
the kidneys permits greater elimination of the solid 
elements of the urine. A question which very fre- 
quently arises in the management of these cases is 
concerned with the consumption of alcohol. There 
need be no absolute restriction if its use is reasonably 
moderate. Aside from the questionable beneficial ef- 
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ects to be obtained from its moderate use, it may well 
act as an admirable sedative at night. 

The use of drugs in the xanthine group has gained 
rather wide popularity, and they may well be em- 
ployed judiciously, although the specific beneficial 
effect to be obtained through their employment is 
sometimes difficult to demonstrate. 


HEPATO-BILIARY-PANCREATIC SYSTEM—JOHNSON 


Journal A.O.A. 
June, 1954 


Perhaps as important as the use of the combined 
therapies outlined is the physician’s realization that he 
is dealing with a person with a cardiac problem and 
not with a failing myocardium alone. Reassurance of 
the patient and maintenance of a placid philosophic 
outlook for him are most essential. 


189 Bay State Road 


Surgical Management of the 
Hepato-Biliary-Pancreatic System* 


A. C. JOHNSON, D.O., F.A.C.O.S. 
Detroit 


I do not feel it is necessary to recount the various 
surgical technics concerned in the treatment of diseases 
of the liver and pancreas. Those may be read in great 
detail in almost any surgical text. Instead I will touch 
upon a few important points I have found of value in 
my surgical experience. 
THE LIVER 

One might well look upon the liver with respect 
and admiration. It is to be respected because one can- 
not live without it. As Crile’ said, the liver and the 
brain make up the negative and positive poles of the 
physical battery without which survival is impossible. 

The liver must be admired because it graciously 
accepts abuse and heals itself without too much com- 
plaining. But because there is a limit to all things, the 
liver sometimes succumbs when the abuse becomes un- 
bearable. 


Because of the tremendous importance of the liver 
in the health economy, it behooves the physician and 
the surgeon to evaluate its health and efficiency before 
its owner is subjected to the hazards of anesthesia and 
surgery, no matter what part of the anatomy is to be 
operated on. And because the anesthetist’s administra- 
tions carry potentially greater hazards than those of the 
surgeon, the anesthetist should be most interested in 
whether or not the liver can weather the surgical storm. 


It would be most embarrassing if the patient were 
to survive a skillfully performed surgical procedure 
and fail ever to awaken from the anesthetic because his 
liver was unable to catabolize the anesthetic substance 
used, 


During the years of my surgical experience count- 
less patients have been refused surgical operations be- 
cause their livers failed to pass examinations. As a 
consequence, the surgical mortality rate is lower than 
it otherwise might have been, and I think all honest 
surgeons should be interested in low mortality rates. 

Although most liver tests are unreliable and can 
sometimes lead one astray, the surgeon is inclined to 
grasp at any information they may convey. In routine 
preoperative examination of patients whose histories 
or physical examinations have given hints of organic 
disease of the liver or kidneys, at the Art Centre Hos- 
pital the following tests are made: Bromsulphalein, 
albumin-globulin ratio, cephalin-cholesterol (Hanger) 
flocculation, and total protein determination. 


*Presented as a part of the Symposium: Diseases of the Hepato- 
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THE GALLBLADDER 

Much reliance is placed upon x-ray studies of the 
gallbladder. Of course, if calculi are plainly visible and 
the preliminary studies of the patient do not contrain- 
dicate surgery, I do not hesitate to perform a chole- 
cystectomy rather than a cholecystotomy. I feel that if 
a gallbladder is diseased in any way it is better to re- 
move it at the first operation rather than to go back 
some years later and remove it at a second and more 
hazardous operation. Therefore I do not drain dis- 
eased gallbladders except under very unusual circum- 
stances. 

In cases in which the x-ray shows merely a 
retarded filling or emptying, all the pro and con factors 
are considered, and a decision is made to perform 
cholecystectomy immediately or to postpone the opera- 
tion until additional time has elapsed. The osteopathic 
symptom mentioned innumerable times by the late Dr. 
George Conley,? that extreme tenderness just to the 
right of the lower dorsal vertebrae is alw ays present in 
patients with diseased gallbladders, is a valuable cri- 
terion. 

Almost without exception I begin removal of the 
gallbladder by dissecting in the region of the cystic 
duct and cystic artery. The gallbladder fundus is 
grasped with ordinary short, ring-tongue forceps. The 
breadth of the grasping ring and its serrations prevent 
slippage, and there is practically no danger of tearing 
the viscus. A second and smaller ring forceps grasps 
the gallbladder at about its midportion. 


The cystic duct is uncovered by pushing the over- 
lying fatty tissue downward with a curved duct for- 
ceps. In this way any abnormality of the cystic duct 
and the cystic artery can hardly be overlooked. One 
curved clamp is put on the artery and two curved 
clamps on the duct. The artery and duct are cut, and 
the gallbladder is quickly dissected out of its bed with 
curved, blunt scissors, care being taken to avoid wound- 
ing the liver tissue in the gallbladder bed. The artery 
is ligated at once with fine cotton, but the cystic duct 
is not ligated until the common duct has been uncov- 
ered and visualized. 


The gallbladder bed is always drained with a soft 
Penrose tube which is brought out through a stab 
wound to the right of the abdominal incision. Younger 
surgeons are inclined to scoff at this precaution, but 
only one case of bile peritonitis due to leakage from 
supernumerary bile ducts will arouse caution. 

The T-tube is a very potent aid in many opera- 
tions on the upper right abdomen. I never fail to in- 
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sert a T-tube into the common duct if the duct is 
definitely enlarged and contains dark-colored bile. The 
surgeon who fails to expose and inspect the common 
duct at the time of cholecystectomy is derelict in his 
duty to the patient. Exposure and inspection are very 
easily and safely accomplished prior to ligation of the 
cystic duct by teasing the overlying soft tissues off the 
common duct with the curved forceps. When the com- 
mon duct is thus exposed to view, its size and the 
color of the contained bile can be readily seen in most 
cases. When the condition of the contained bile is in 
doubt, a small amount of it is withdrawn with a syringe 
and a 20-gauge needle. If the bile thus obtained is con- 
centrated and contains sludge, two fine chromic trac- 
tion threads are placed in the anterior wall of the 
common duct, a little distal to the cystic duct, and a 
quarter-inch incision is made between them. The es- 
caping bile is caught with the suction tip. The common 
and hepatic ducts are carefully explored with sounds 
and spoon. The sphincter of Oddi is dilated to 5 mm. 
with graduated sounds. A trimmed T-tube is inserted 
into the duct, and the duct incision is closed tightly 
around the shaft of the T-tube with 0000 chromic gut. 
The shaft of the T-tube is brought out of the abdomen 
through a stab wound. The T-tube is permitted to re- 
main in the duct for from 1 to 3 months. 


If, after open exploration of the ducts, uncertainty 
exists about the presence of a stone, the ducts can 
easily be distended with Lipiodol or other contrast 
medium, and x-rays can be taken while the abdomen 
is Open. 


Once the surgeon is convinced of the presence of 
a stone, its removal from the common duct does not 
usually offer great difficulty. If the stone cannot be 
brought up to the incision in the duct, it can usually 
be approached through an incision to the right of the 
duodenum, with subsequent dislocation of the duo- 
denum to the left, the stone being removed through an 
incision Over it. 


Whether or not the patient has undergone surgery 
of the upper right quadrant will affect the considera- 
tion of obstructive lesions, other than stone, of the 
common duct. If surgery has been performed pre- 
viously, the time and character of the onset of symp- 
toms have value in the diagnosis. If careful study fails 
to provide a definite diagnosis, I feel that exploratory 
operation is definitely indicated, in fact, demanded. 
When previous surgery has been done, either surgical 
damage to the biliary channel or an overlooked calculus 
is anticipated. Of course, the possibility of tumors of 
the head of the pancreas and ampulla is not overlooked. 


Sometimes considerable ingenuity is required in 
the effort to reconstruct a traumatized biliary channel. 
I can recall one case in which I was unable to find 
any vestige of the common hepatic duct. The patient 
had undergone cholecystectomy elsewhere, and jaun- 
dice had begun immediately after surgery. By the aid 
of a Y-tube of vitallium, I was able to re-establish a 
partial connection between the liver and duodenum. 
The patient was still living and having bile-colored 
stools several years after the reconstruction, yet jaun- 
dice persisted. 


Strictures of the bile duct and even missing por- 
tions of it can usually be corrected by repairing the 
tissues over a T-tube. In such cases the T-tube showld 
remain in the duct for 6 to 12 months. 
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CARCINOMA OF THE HEAD OF THE PANCREAS 

Most malignant tumors of the head of the pan- 
creas are discovered at exploratory operations per- 
formed because of deepening jaundice. There is no 
more discouraging condition found in general surgery, 
for a large percentage of such cases are beyond the 
limits of safe surgery when discovered. Metastasis is 
usually comparatively early and definitely controls the 
prognosis if the patient survives operation aimed at 
removing the lesion. The life span in successfully op- 
erated patients is limited to from 3 to 5 years. Removal 
of the head of the pancreas carries a mortality rate of 
about 35 per cent. 


From a diagnostic standpoint, at the time of ex- 
ploratory operation, the surgeon’s problem is great. | 
have palpated many firm masses in the head of the 
pancreas in patients with jaundice and in patients 
without jaundice. I have removed biopsy specimens 
from many such masses, only to have the laboratory 
return findings of “chronic pancreatitis.” In a few 
such cases the subsequent history showed early malig- 
nancy at the time the biopsy specimens were taken. 
I do not believe it is to the patient’s advantage to rely 
wholly upon such biopsy, and, because of this lack of 
confidence, some sort of decision must be made on the 
spur of the moment. 


The best time to remove the head of the pancreas 
is at the time of the first operation, if the patient's 
general condition will permit. The two-stage operation 
is sometimes a little messy because of the adhesions 
and indurations found at the second stage. If a two- 
stage operation is decided upon, the second operation 
should not be too long delayed. I recently witnessed 
a case which became inoperable because a number of 
weeks elapsed before the second stage could be per- 
formed. The delay was because of a badly infected 
incision following the first operation. 


PANCREATITIS 

In a case in which diagnosis of chronic pancreati- 
tis is made because all factors seem to point that way, 
I am inclined to establish drainage of the biliary tract 
via the T-tube. In such cases I hesitate to remove the 
gallbladder unless the organ is obstructed or definitely 
diseased. I feel that the gallbladder may be necessary 
later if a short-circuiting operation is performed in 
case the pancreas refuses to heal itself. 


It seems reasonable to suppose that some of the 
cases of chronic pancreatitis are due to obstructive 
mechanisms in the region of the ampulla of Vater, 
with regurgitation of bile into the pancreatic ducts. 


It is my policy to open the common duct in such 
cases and to search for obstructing stone, tumor in the 
region of the ampulla, and stricture or spasm of the 
sphincter. The sphincter of Oddi is dilated to 5 or 6 
mm. with graduated sounds. The T-tube is fastened 
in place, to be left a varying length of time, perhaps 3 
months. A Cattell T-tube, which has an arm sufficient- 
ly long to pass into the duodenum, may be of value in 
many Cases. 


Many of the cases showing a mass in the head of 
the pancreas are metely local reactions from an over- 
lying ulcer in the posterior wall of the duodenum. The 
adhesion of the duodenum to the pancreas can usually 
be recognized by the palpating fingers. I customarily 
perform gastric resection in such cases, permitting the 
pancreas to return to normal. 


In the consideration of acute pancreatitis I am 
obliged to confess that, after many years of surgical 
practice, I am still in a quandary concerning the surgi- 
cal treatment of this killing tragedy. Patients suffering 
from acute pancreatitis in which there is necrosis and 
digestion of the organ almost invariably die no matter 
what the treatment. The surgeon is unable to do any- 
thing other than produce drainage of the lesser perito- 
neal cavity. The presence of the pancreatic juices 
throughout the upper abdomen plays havoc with every- 
thing. 


If it were not for the fact that the extent of the 
disease cannot be definitely determined prior to surgery, 
one might well withhold operation. But the hope that 
the case is an early one and that early operation may 
possibly have a beneficial effect is always present.in 
the surgeon’s mind. Consequently the patient is usually 
admitted to surgery. 


In a case of acute pancreatitis in which pain is 
terrific and uncontrollable by drugs, the surgeon’s re- 
sponsibility is to find a method whereby the patient 
may be made comparatively comfortable. The pain in 
these cases is destructive in its own right. Relief of 
pain by epidural block anesthesia should be under- 
taken. The epidural space is entered at the first lumbar 
level with a 16-gauge needle, and a tiny ureteral catheter 
is threaded through the needle and passed upward to 
about the eighth dorsal level. A 2 per cent solution of 
procaine or its equivalent is permitted to drip very 
slowly. This can be continued for many hours, thereby 
lessening the tendency to shock and exhaustion. 


PANCREATIC CYSTS 


I have never encountered a cyst of the pancreas 
that could be completely excised. The usual procedure 
is drainage, followed by removal of as much of the 
cyst wall as possible, the remaining portion being 
packed with gauze until it fills with granulation. The 
subsequent progress of such cases is likely to be mo- 
notonously troublesome. 

Some pancreatic cysts are extremely large, and 
their cure is problematical. Some are comparatively 
small and may sometimes be entirely eliminated by 
removal of the portion of the pancreas from which 
they arise. 

ISLET ADENOMA 

I have been called upon in a number of instances 
to explore the pancreas because of the probability of 
the presence of islet adenomas. The patients, of course, 
are victims of hyperinsulinism which persists in spite 
of all conservative treatment. 

Because such adenomas are usually small in size, 
I have never been able to differentiate between the 
normal uneven surface of the pancreas and any specific 
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small tumefaction. In such cases I have been able to 
afford relief by resecting the tail of the pancreas. 


PORTAL HYPERTENSION 


The responsibility of the surgeon in cases of 
portal hypertension is weighty, to say the least. 

The existence of portal hypertension presupposes 
a badly damaged liver. All laboratory and physical 
tests in most cases point to an unfavorable prognosis. 
Such tests are warnings that there will be a definite 
hazard to a surgical operation of any sort and that the 
patient’s chances to survive are slim. When such in- 
formation is given the patient he is inclined to let 
well enough alone, and the conservative surgeon is in- 
clined to agree without argument. 

Because the circulation of the liver in such cases 
has established extensive collaterals throughout the 
gastrocolic mesentery, the gastrohepatic and gastro- 
splenic ligaments, the fundus and cardia of the stom- 
ach, the diaphragm, and the esophagus, the surgeon 
looks with trepidation toward the day when one of the 
thin-walled collaterals will break loose, with consequent 
fatal or near-fatal hemorrhage. 


Surgery then may be impossible without fatal out- 
come. Should he have risked the patient’s life in the 
first place? Shall he replace the lost blood as quickly 
as possible and operate? If he can provide a spleno- 
renal shunt or if he can remove the lower end of the 
esophagus along with the extensive collaterals in the 
cardia and fundus, he may prevent the next hemor- 
rhage. 

Such decisions are wearing on the surgeon and 
are likely to put a great strain on the patient. Each 
case must be considered on its own merits. 


SUMMARY 


A short account has been given of some of the 
methods I use in surgical management of disorders of 
the hepato-biliary-pancreatic system. 

The necessity for evaluating the physical ability 
of the patient’s liver to withstand the hazards of 
any surgery has been stressed. 

Some special maneuvers in surgical technic which 
make removal of the gallbladder safe and easy have 
been mentioned. 

The value and uses of the T-tube have been dis- 
cussed. 

Obstructive lesions of the biliary channels have 
been briefly described, and methods for correction have 
been mentioned. 

The difficulties encountered in removing tumors 
of the pancreas have been touched upon. 

Portal hypertension and the dangers of surgical 
treatment have been briefly discussed. 
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We know what can be done to advance the frontiers of 
knowledge and what needs to be done to bring about a golden 
age in the care of the sick and in the prevention of sickness. 
In the next few years there will be a decision as to whether 
we are doomed to centuries of Byzantine corruption and 
tyranny, under our own or alien masters, or whether we can 
go forward to develop a more humane and stimulating, as well 
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as a healthier environment for mankind. Clinical medicine fifty 
years from now will depend on this decision, and the wisdom 
and resolution of physicians may be a critical factor in de- 
termining the outcome. Let us hope we are equal to the task.— 
William Dock, M.D., “The Next Half Century in Medicine: 
A Symposium.” Sterling-Winthrop Research Institute Dedica- 
tory Exercises, 1950. 
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Intra-Abdominal and Intrathoracic Pressure* 


The concept of body unity and of the influence of 
structure on body function guides the osteopathic physi- 
cian in his therapeutic approach to the patient. How- 
ever, he often becomes so involved with the effect of 
structure on function of the autonomic nervous system 
that he misses the more obvious mechanical relationship 
between musculoskeletal tissue and visceral function. 
This paper, although it represents little that is original, 
is directed toward emphasizing the latter relationship. 

Most of the viscera of the body are contained in 
the body cavity which is separated into two compart- 
ments by the diaphragm. Does the pressure within 
these two compartments bear a significant relationship 
to the function of the enclosed viscera? This question, 
like most questions in medicine, can be only partially 
answered. 

The pressure within the abdominal cavity is nor- 
mally the same as the atmospheric pressure, but varies 
with location because of hydrostatic forces, tonus of 
the hollow viscera, and elasticity of the abdominal 
wall.1. Several factors influence intra-abdominal pres- 
sure. Clinically, this pressure may be increased by as 
much as 100 mm. or more of water when violent 
coughing or vomiting occurs. It is also increased in 
the presence of ascites or intestinal obstruction. The 
postural syndrome and abdominal hernia also affect 
intra-abdominal pressure. The change in pressure will 
seldom interfere with the function of the abdominal 
viscera unless there are adhesions, strictures, tumors, 
and the like that will produce traction or direct pres- 
sure on the viscera. 

Changes of intra-abdominal pressure appear to 
have very little effect on the arterial blood pressure or 
venous pressure, probably because the pressure in these 
vessels is almost exactly equal to the intra-abdominal 
pressure. The veins of the portal and venacaval sys- 
tems do not easily collapse, and pelvic blood flow is 
maintained by diversion up the ascending lumbar and 
azygos veins to the superior vena cava. It is concluded 
from abdominal blood-volume measurements that blood 
is not expelled from the abdomen by raised pressure, 
and circulation is not greatly impaired. If circulatory 
embarrassment results from abdominal distention it is 
almost always due to interference with respiration. 
This is substantiated by studies demonstrating that the 
work done by the heart is not increased when intra- 
abdominal pressure is increased and respiration main- 
tained." 

The conditions associated with decreased intra- 
abdominal pressure are seen most often with obesity, 
lax abdominal musculature, abdominal hernia, or the 
postural syndrome. The effects of decreased intra- 
abdominal pressure include (1) postural emphysema 
with dyspnea, cyanosis, and cough, (2) reduced vital 
capacity and tidal air, (3) reduced oxygenation of 
blood producing mild polycythemia, (4) cardiac failure, 
(5) degenerative arthritis and radiculitis, and (6) 
functional gastrointestinal disease. 

Most of the signs and symptoms of pressure de- 
crease are the result of abdominal muscle weakness. 
Visceroptosis, which is usually seen with weak ab- 
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dominal musculature, may not affect visceral function 
unless accompanied by a sensitive nervous system, 
emotional tension, marked fatigue, or infection, either 
local or distant. The venous return from the lower ex- 
tremities is markedly affected by poor abdominal tone. 
It is thought by many to play a role in the development 
of varicose veins, prostatic hypertrophy, and congestion 
of the pelvic organs. Improvement in the tone of the 
muscles of the abdominal wall often results in relief 
from the symptoms of flatulence, constipation, and ab- 
dominal soreness associated with the irritable bowel 
syndrome. Symptomatic treatment for these conditions 
is indicated. 

Intrapulmonary pressure at rest is usually atmos- 
pheric and varies only a little with inspiration and expi- 
ration. The important effects are the result of changes 
in the intrathoracic, or intrapleural, pressure. The intra- 
thoracic or intrapleural pressure is lower than that of 
the atmosphere and is therefore spoken of as a negative 
pressure. During quiet respiration the intrathoracic 
pressure is about —6 mm. of mercury, and during 
expiration it is about —2.5 mm. of mercury. During 
deep inspiration pressure may get as low as —40 mm. 
of mercury.” This has a tendency to draw air into the 
lungs, pull blood back to the heart, and increase lym- 
phatic flow.’ If a maximum expiration is made, intra- 
thoracic pressure may be as high as 50 mm. of mer- 
cury.2. This increase in pressure during expiration 
tends to force air out of the lungs and blood into the 
arteries, and it will also increase lymphatic flow. It is 
because of these occurrences that respiration is referred 
to as a pumping action. When the higher pressures of 
expiration are obtained there may be a tamponade 
effect on the heart and great veins that will reduce 
cardiac output, but considerable pressure must be 
reached and sustained in order to produce significant 
effects. 

The pumping action of respiration is the result 
primarily of pressure changes in the thoracic cavity. 
When these changes are diminished by bed rest or any 
situation that induces shallow respiration, the functions 
that depend upon the pumping action suffer. Local 
congestion in the lobules, edema, and atelectasis may 
develop if an occasional deep inspiration is made.* Ex- 
perience with patients in respirators has shown that the 
machine must occasionally vary the depth of respira- 
tion in order to keep the patient comfortable. A person 
who lies quietly, breathing with only minimum activity, 
will yawn occasionally in order to obtain maximum 
inspiration. Kleitman,* in his studies on sleep, has 
shown that during the night the normal tendency is to 
turn occasionally and change position and depth of 
respiration. All of these things are measures calculated 
to prevent anoxia of the inactive lobules and resulting 
edema and, perhaps, atelectasis. 

The first step in facilitating an adequate pumping 
effect of respiration is to mobilize those structures con- 
cerned with respiratory movement. The upper half of 
the lungs depends a great deal on free movement of the 
musculoskeletal structure of the neck and shoulder 
girdle, the first five ribs, and the first five thoracic 
vertebrae. Muscular or joint disabilities of this area 
will need to be corrected. The lower half of the lungs 
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depends upon several factors often referred to as the 
costo-diaphragmatic-abdominal phase of respiration. 
The sixth to the tenth vertebrae and corresponding ribs 
are the costal elements. Both the diaphragmatic and 
abdominal factors depend upon the tone of the muscles 
of the abdominal wall. When the abdominal muscles 
are weak they are useless for respiration and allow un- 
due drag on the diaphragm by the attached viscera, 
thus limiting diaphragmatic excursions, particularly 
during expiration.® 

The best picture of this problem is seen clinically 
in the postural syndrome. The abdomen is prominent 
below the umbilicus, the pelvis tilts forward, and many 
other changes occur to compensate for these primary 
changes. There is lordosis and a sharp lumbosacral 
angle which may cause the patient to complain first of 
low-back pain or sciatica. The dorsal spine is kyphotic 
and the cervical spine lordotic. These changes in spinal 
configuration tend to limit costal respiration, and the 
lax abdominal musculature tends to limit diaphragmatic 
and abdominal respiration. Some degree of this tend- 
ency is present in nearly everyone when activity de- 
creases with age and physical fitness is neglected. Al- 
though disease may not always result from this dis- 
ability, degenerative disease may occur, and the 
groundwork is laid for other diseases as the result of 
the impaired function. 

Osteopathic manipulative treatment will almost al- 
ways bring about improvement because it improves 
structural function. In order to correct this condition 
more adequately it is necessary to include an active 
program for revamping the patient’s structure. Breath- 
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ing exercises and reduction of obesity, if present, are 
usually the first steps to take. 

The patient should have the entire program ex 
plained to him in order to insure his co-operation as 
this is a long-term procedure. Then he should be 
shown how to use his abdomen and chest for maximum 
respiratory efficiency. He is taught to fill his chest to 
the maximum, and to exhale by forcing the air out of 
the lungs by contracting his abdominal muscles inwari! 
and upward. During exhalation the chest is held fixe: 
in the inspiratory position to insure emphasis on th: 
diaphragmatic and abdominal factors. This procedure 
should be done five times and repeated five times « 
day. It can be done in any position, but best result; 
are obtained lying on the back, hands clasped in baci 
of the head, with the lumbar spine held flat on the floor. 

After the patient has made some progress wit! 
manipulative treatments, weight reduction, and breath 
ing exercises, more difficult postural exercises are pre 
scribed. The postural exercises should be prescribed! 
one at a time in order to insure the patient’s co-opera 
tion. Detailed instructions on proper posture in sitting. 
standing, walking, driving, lifting, and even sleeping 
are also very important. A program such as outlined 
will do much to maintain normal body function with 
maximum efficiency. The pressure changes in the body 
cavities appear to be important in preserving adequate 
circulation and respiration of the body. If structural 
efficiency is insured, these physical factors can be ex- 
pected to maintain the necessary homeostasis. 
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The Management of Infants Born to Diabetic and 
Prediabetic Mothers 


IRWIN LEE RHINE, D.O. 
New Milford, N. J. 


MORBIDITY AND MORTALITY 

Infants born to diabetic mothers have a mortality 
rate five times as great for the first 10 days of life as 
infants born to nondiabetic mothers.‘ Fetal and neo- 
natal mortality is almost as high in infants born to 
prediabetic mothers during the 5 years preceding the 
onset of clinical diabetes mellitus. Increased mortality 
rates have been recorded even 15 to 20 years before 
the onset of maternal diabetes. Even without compli- 
cations of pregnancy, the fetal and neonatal mortality 
of infants of mild diabetics not requiring insulin has 
been recorded as 4 times that of infants of normal 
women. 

Diabetic mothers give birth to infants weighing 
over 5 kilograms about eighty times as frequently as 
do normal women.’ In fact, as many infants weighing 
over 5 kilograms are born to women before the onset 
of their diabetic symptoms as are born after the onset 
of symptoms. Weight loss during the first few days is 
greater in these neonates, and it takes them a longer 


time to regain their birth weight. Much of this loss is 
due to extreme diuresis and altered metabolism. 

In addition to other hazards, diabetic mothers 
suffer from a much higher incidence of early spon- 
taneous abortions, pre-eclampsia, uterine inertia, toxe- 
mia, and failure of lactation. 

Glycosuria in the last trimester of pregnancy, even 
in the absence of other clinical signs of diabetes, is a 
warning to prepare for possible fetal difficulties and 
neonatal abnormality. 

Since diabetic mothers now receive better dietary 
and hormonal management, a greater number of them 
conceive and are able to go to term. This makes the 
knowledge of the management of the diabetic mother 
and her newborn infant all the more important. 


PATHOLOGIC PHYSIOLOGY 


Pregnancy disturbs the delicate endocrine balance 
of diabetics, resulting in infants who are not only 
oversized but edematous, have excessive amounts of 
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fluid in the trachea, bronchi, and stomach, and have a 
pronounced tendency to fluctuation in blood sugar 
levels and hypoglycemia.*? The hypoglycemia manifests 
itself clinically as restlessness, tremors, excessive 
hunger signs, and, in extremely rare instances, convul- 
sions. The hypoglycemia, even though associated with 
some hypotrophy of the islands of Langerhans, is 
generally agreed to play a very minor role in the pro- 
duction of the high neonatal morbidity and mortality 
of these infants.** 

The large size of the infants results from a com- 
bination of fatty obesity, edema, and enlargement of 
the heart, liver, and spleen. Recently Gauchat* noted 
the similarity between the findings in infants born to 
diabetic mothers and the findings in adrenal cortical 
hyperactivity induced by excessive administration of 
adrenocorticotrophic hormones. Both groups have so- 
dium retention, edema, increased body fat, hirsutism, 
and excessive erythropoiesis. He states that if it is 
postulated that the fetus of a diabetic mother has been 
subjected to the influence of excessive growth and 
idrenocorticotrophic hormonal stimulation, the re- 
sultant clinical picture is the same as that actually 
‘ound in these infants. The fluctuations in blood sugar 
during the first 24 hours can be explained by the sud- 
den withdrawal of maternal ACTH. This causes an 
initial hyperglycemia followed by a sudden drop to 
hypoglycemia, due to the associated hyperinsulinism. 
\‘inally, after 8 hours, blood sugar becomes and stays 
normal since adrenal and pancreatic functions have 
been normalized. 

Placental vascular deficiencies often cause fetal 
suboxidation with resultant excessive medullary eryth- 
ropoiresis. 

On physical examination these infants present 
the general appearance of postmaturity, that is, long 
hair, double eyelashes, atelectasis, dyspnea, and en- 
largement of liver and spleen.* Beginning 24 hours 
after birth the infants may suddenly become atelectatic, 
with shallow, rapid, incomplete respirations, cyanosis, 
and, in some cases, apnea and fibrillary twitchings 
preceding death.* Jaundice may develop rapidly. Tem- 
perature is erratic. 

MANAGEMENT 


A program of management based on the foregoing 
pathologic physiology can be divided into three phases: 

1. Prenatal Management.— 

The first phase consists of adequate diabetic and 
hormonal management aimed at prevention of ace- 
tonuria, absence of glycosuria, and attainment of a 
stable normoglycemia. This regimen is supplemented 
by all other elements of good prenatal care given to 
nondiabetic women. 

White® feels that an imbalance of estrogen and 
progesterone is an important factor in the production 
of fetal abnormalities. She gave combined doses of 
these hormones to a series of diabetic mothers and 
reported an increased survival rate and a reduction of 
neonatal morbidity. 

About 3 to 7 days before section or induction of 
labor the patient should be placed on a regimen in 
which regular insulin is given before each meal as indi- 
cated. This should be continued into the puerperium. 

The sudden rise in fetal heart rate, even up to 200 
beats per minute, which often occurs during the thirty- 
fourth to thirty-eighth week of pregnancy, is not con- 
sidered an indication for immediate cesarean section 
but is a sign of transient disturbance in oxygen diffu- 
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sion through the placenta.® The pulse rate returns 
to normal, and by postponing operation the additional 
serious fetal handicap of prematurity is avoided. The 
nearer to term the infant is born, the greater his chance 
of survival. 

Roentgen pelvimetry, to rule out cephalopelvic 
disproportion, should be performed routinely about 2 
weeks before the due date. 

Management at Delivery.— 

Sedation and general anesthesia should be kept to 
a minimum. Spinal, local, caudal, and peridural are 
the methods of choice. 

Oxygen should be given continuously during de- 
livery. 

Cesarean section is performed when indicated ac- 
cording to usual obstetric principles. A primipara with 
a long, closed cervix is best delivered by section. Ex- 
cessive fetal size, an intact cervix or a previous section 
is an indication for abdominal delivery in the multi- 
para. Since there is no truly accurate measure of fetal 
age in utero and since there is danger of intrauterine 
death from postmaturity after the thirty-fifth week, 
the precise time when a section or induction should be 
performed is a moot question.® 

Postnatal Management.— 

The infant should be considered and handled as 
a premature infant. 

After the cord has stopped pulsating it should be 
stripped toward the infant before cutting. 

The infant’s head should be placed lower than the 
rest of his body and all mucus should be aspirated. 

The infant should be placed in a warmed incu- 
bator in the Trendelenburg position with continuous 
oxygen at 6 liters per minute. Other resuscitative 
measures should be employed as indicated. 

A small catheter should be passed into the stomach 
and all contents aspirated in order to prevent aspiration 
pneumonia. 

Feedings should be withheld until edema and res- 
piratory symptoms have subsided; therefore, nothing 
should be given by mouth for 24 hours or longer. Then 
gradually increasing amounts of 5 per cent glucose are 
given and, later, formula or breast milk, as is done 
with a premature infant. 

Hypoglycemia is rarely a common or important 
factor in the management of these infants. If symp- 
toms of hypoglycemia do develop, however, 5 cc. of 5 
per cent glucose can be given intramuscularly every 30 
minutes for 2 hours, followed by 5 per cent glucose 
orally every 2 hours for 24 hours.* The lower concen- 
tration of glucose is used to lessen the possibility of a 
reactive hypoglycemia following absorption of the 
glucose. Epinephrine can be used to mobilize body glu- 
cose rapidly when indicated. 

It is not necessary to make routine tests of the 
blood sugar level because of the great fluctuations in 
levels at this age and because the trauma involved in 
frequent testing may be injurious to the infant.‘ 

The infant should be observed frequently but dis- 
turbed as little as possible. Mucus should be aspirated 
as necessary. 

Vitamin K, 2.5 mg. daily, should be administered 
for 3 days. 

Aqueous penicillin, 150,000 units, should be ad- 
ministered intramuscularly twice a day as indicated for 
respiratory distress and as a prophylaxis against in- 
fection. 


& 
i” 


After the infant is out of danger he can be put 
on the usual newborn routine. 


SUMMARY 
1. The increased hazard to infants born to dia- 
betic and prediabetic mothers has been discussed. 
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2. The pathologic physiology of these infants has 
been described. 


3. A prenatal and postnatal program for man- 
agement of these infants has been outlined. 
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Psychological Aspects of the Cerebral Palsied Child* 


ARNOLD MELNICK, A.B., M.A., D.O. 


Associate in Pediatrics 
Philadelphia College of Osteopathy 


Physical evaluation of a child with cerebral palsy 
is an arduous task, but the appraisal of his psychologic 
and emotional aspects is fraught with many more 
stumbling blocks. The latter combines the manifold 
problems of diagnosis and treatment inherent in this 
affliction with the subtle nuances of psychologic in- 
vestigation to create a formidable practical situation. 

This paper will approach these psychologic aspects 
of the cerebral palsied child: intellectual evaluation, 
psychologic needs of the crippled child, psychologic 
variations in cerebral palsy, the family of the cerebral 
palsied child, and life adjustment. 


INTELLECTUAL EVALUATION 


The pendulum of opinion once again swings, and 
emphasis is shifting away from overstating the case 
for these children. In earlier days, all cerebral palsied 
children were relegated to the status of mentally defi- 
cient. However, with refinement of knowledge, it be- 
came apparent that many of these patients were 
intellectually normal and some were even above normal. 
In the rush of enthusiasm that followed, some investi- 
gators advanced the belief that these youngsters showed 
a normal distribution curve of intelligence quotients 
and should individually be accepted as normal in in- 
telligence. 


Burgemeister and Blum’ surveyed a large group 
of cerebral palsy victims and found 50 per cent 
mentally defective. Of these, over half had I. Q.’s 
below 80. Gauger® observed institutionalized patients 
and discovered 84 per cent were in the idiot or low 
imbecile class and only 16 per cent were trainable. A 
study by Evans* revealed 50 per cent with average 
intelligence, 5 to 10 per cent exceptionally bright, 10 
per cent or less idiots or low grade morons, and the 
remainder borderline. This, of course, is a distribution 
curve skewed in the downward direction. These and 
other studies, based on intellectual appraisals by com- 
petent psychometricians, make it obvious that cerebral 
palsy carries a tendency for lowered intelligence func- 
tion, and that children with this disease are more apt 
to be borderline or deficient than the general popula- 
tion. This fact should be used, not to stigmatize these 
children and create an attitude of despair and resigna- 
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tion, but to stimulate further therapeutic advances 
based on it. 


Testing the intelligence of cerebral palsied chil- 
dren is admittedly an uncertain and difficult thing. 
Burgemeister and Blum,’ and most other authors in 
this field, preface their statistics with such a warning. 
The problems found in such psychologic evaluation 
may be inherent in the tests, in the tester, or in the 
affliction.* Most tests involve speed and use of speech 
and hands, and these are limited in cerebral palsy. In 
addition, none of the tests have norms for handicapped 
children against which to appraise the child under 
study. Testers may show a tendency to interpret the 
results to extremes, either allowing too much leeway 
for the child’s difficulties or being too stringent in 
scoring. This may lead to placing testable children in 
the nontestable class and to considering them mentally 
defective on the basis of physical handicaps. Often, 
it is true, the handicap has resulted in a limited and 
extremely protected environment, reducing greatly the 
child’s opportunity to learn and to develop. Failure to 
ascertain whether the child properly perceives the prob- 
lem also restricts the value of testing programs. On 
the other hand, some cerebral palsy patients perceive 
properly, cerebrate clearly and correctly, but are unable 
to respond because of physical limitations. 


Recognition of these difficulties in psychologic 
testing yields some important practical considerations. 
First, testing a cerebral palsied child should be done 
with standardized tests by one experienced in the psy- 
chologic testing of such children and not by superficial 
observation of the doctor or parent. Second, until 
there is perfected an instrument for this work, our 
present psychologic tests should be used to measure 
improvement in a child and to understand his problem, 
not to compare him to normals.® 


The psychologic tests used are those applicable to 
all children, but each must have modifications to be 
of use. Recommended for their diagnostic value are 
the Stanford-Binet, Gesell Developmental Schedules, 
Wechsler Intelligence Scale for Children, Goodenough 
“Draw-A-Man,” Vineland Social Maturity Scale, and 
Bender Gestalt. For help in evaluation of emotional 
status and problems, the Children’s Apperception Test 
and the Rorschach Test are recommended. 


592 


Volume 53 
Number 10 


PSYCHOLOGIC NEEDS OF THE CRIPPLED CHILD 


Psychologically the requirements of the cerebral 
palsied child are not basically different from the normal 
child’s, but they are more extensive and intense. Nor- 
fleet® has pointed out that these children need to 
achieve success and self-respect, to be loved and want- 
ed, and to achieve peace of mind. 

The achievement of success is necessary to hap- 
piness in the life of anyone, but it is doubly important 
in the life of one whose chances for success are so 
physically limited. For these handicapped children, 
goals should be set up which are reachable; yet there 
should never be too much emphasis on success either 
by excessive prodding or elation. Small, short-range 
goals should be used—accomplishment of steps in feed- 
ing one’s self or caring for toilet needs or attainment 
of ability to dress alone. The sense of achievement 
brought about by these small successes serves as a 
great stimulus to further accomplishment, whereas the 
continued failure that so often accompanies cerebral 
palsy creates only depression and indifference. Schwartz 
and his associates’ state this succinct premise: “. . . the 
progress of any child is no greater than the sum of 
his successful efforts to express himself emotionally, 
intellectually and physically.” 

An atmosphere in which each individual exhibits 
sufficient self-respect and yet demonstrates adequate 
respect for others is conducive to the development of 
self-respect by the handicapped child. These children 
should be taught the proper handling of the give and 
take of everyday life. They must be shown how to 
gain respect by means of patience and understanding 
and similar attributes, rather than by physical abilities 
or accomplishments. 

The ancient adage, “Love makes the world go 
round,” is certainly applicable to the psychology of the 
cerebral palsied child. An atmosphere should be cre- 
ated in which the child feels wanted and loved, yet 
without the type of guilt-inspired or nonguilt-inspired 
overprotection that so often accompanies physical afflic- 
tion. For these children, like normal ones, require 
great amounts of pure love and affection, unhampered 
by overindulgence or failure to inculcate responsibility. 

In order to achieve peace of mind, these children 
must learn to balance their limitations with their ca- 
pacities and integrate them, as their abilities permit, 
in the world about them. Throughout this process, 
they must accept reality. No greater emotional task 
can be set before a physician than to try to help cere- 
bral palsy patients to do this arduous job. 


PSYCHOLOGIC VARIATIONS IN CEREBRAL PALSY 


Because of inability to participate in the life that 
goes on about them, these children often feel unwanted 
and unimportant and express a feeling of lack of per- 
sonal worth. Some of them refuse to try to walk, even 
though on a superficial plane they express the desire.* 
Frequently it is because they are taught to say they 
want to walk, but deeply they do not feel it. To aid 
them, the previously suggested small doses of success 
by using short-range goals of portions of the walking 
process can accomplish much. A similar problem may 
arise in self-feeding. Here, the wise approach is to 
teach this process at special training periods so that the 
pleasure of mealtime is not destroyed by it. 

At the Institute of Logopedics, a noted speech- 
training center, Giden® noted several variations of per- 
sonality which were fairly consistent in patients with 
cerebral palsy. Most of them indulged in an excessive 
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use of the personal pronoun, mainly because they 
developed no interests outside themselves and as a 
consequence led narrow lives. Many of them showed _ 
no awareness of events and did little reading. In part 
responsible was their great self-pity, with a blindness 
to the troubles of others. The second deficiency was 
a lack of sex and mating education. Lacking the every- 
day exposures and experiences with other children, 
they created fantasies in these subjects. In a number 
of cases, difficulty arises because parents continually 
stress the ability or lack of ability of the affected child 
to marry, adding further emotional stress. Insecurity 
of faith in something superior to man was the third 
personality shortcoming, and in almost all cases it was 
due to parental reaction. When such feeling is ex- 
pressed, it is usually in the form of blaming God for 
the affliction or awaiting a miracle—“God caused it, 
and He will cure it.” To alleviate and even prevent 
these difficulties, serious planning of a program of 
training in all three aspects is a necessity. 


Preventing emotional problems in children with 
cerebral palsy calls for praising their abilities, minimiz- 
ing their limitations, providing opportunities to learn 
to attain goals, and creating emotional security without 
babying, spoiling, or indulging.’® 


THE FAMILY OF THE CEREBRAL PALSIED CHILD 


The overprotection which is so manifest in cere- 
bral palsy has already been alluded to. This leads to 
the failure of the child to develop motivating interests ; 
eventually he learns not to try to do things. Obviously, 
this psychologic restriction outweighs the original 
handicap and restricts the child more than his cerebral 
palsy. Bruner™ has pointed out several of the ways in 
which overprotection is apparent. The needs of the 
patient are anticipated and filled by his parents before 
he attempts to do something about them. Most of these 
children are allowed to remain bottle-fed too long, 
they are not permitted to sit up, and no attempt is 
made to train them in bowel and bladder control. Very 
often, no punishment or discipline is meted out, and 
wrong is not distinguished from right. Parents of 
cerebral palsy victims are loath to leave the child alone, 
and broken homes often result because of the over- 
attentive “sacrificing” of one or the other parent. 

Overprotection may be prevented by instituting 
normal training. Wherever physically compatible, the 
child should be trained as any normal child. Responsi- 
bility should be instilled and called upon when needed ; 
discipline and realization of certain social obligations 
should be taught; and motor training should follow 
closely on the necessary developmental advances of the 
child. Yet throughout this, adequate love and affection, 
coupled with understanding and flexibility of approach 
and demands, should stand unwaveringly in the fore- 
front of the child’s environment. 

Other children in the family usually exhibit char- 
acteristic reactions toward the handicapped child. 
The older siblings early show a protective attitude, but 
as they mature they become embarrassed. They often 
are ashamed for their peers to see the defective sibling 
and shy away from inviting schoolmates and friends 
to their homes. Eventually their attitude changes to a 
hostile one. On the other hand, the younger sibling 
frequently is a good playmate until he surpasses the 
handicapped child, either physically or intellectually. 
In the long run, the attitude of the younger sibling 
follows that of the older. All of them, in addition, 
resent the time given to the cerebral palsied child, even 


when that time is necessary. Because of the extra care 
needed for most of these children, it seems to the 
siblings that favoritism is being shown. 


Parents, too, have their disagreements over these 
afflicted children. If there is a similar case on one side 
of the family, that parent is stigmatized with complete 
blame for the child. If no other cases exist, mutual 
blame, implied or explicit, creates difficulties. Methods 
of handling the child and of planning his training are 
many times points of great conflict between parents, 
and this lends tq further wrangling and emotional 
strain. Herein lies an avenue for the help and instruc- 
tion of the doctor. Adequate explanation of the causes 
of cerebral palsy, with sound advice in the care and 
handling of the child, will allay much of the family 
trouble. In addition, the physician can see that the 
siblings are properly advised about the handicapped 
child and perhaps given some aid in handling their 
feelings toward him. 

LIFE ADJUSTMENT 

An irreducible minimum of physical abilities is 
necessary for daily living for all human beings. These 
abilities, limited in cerebral palsy patients, are most 
important as long-range goals in the physical and emo- 
tional adjustment to life. All of these children should 
be trained as much as possible in self-care, use of the 
hands, adequate speech, and the ability to get around 
from place to place."* 


In the desire to help patients and to eliminate 
obstacles from their paths, training programs may dis- 
courage the development of these attributes. The use 
of school busses, special ramps, vocational instruction 
which is not directed toward daily living, and mental 
training which is too abstract are limited in their prac- 
tical value and, in turn, limit the expansion of the 
youngster’s sphere of activity. 

These children should be given the opportunity to 
get as much “normal” training as possible. School 
busses should never be an end in themselves, but rather 
stopgap care until the child can be taught to use public 
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transportation, even though with difficulty. Ramps in 
schools should be similarly considered, and an active 
program should be instituted to teach step climbing at 
the earliest possible time. Vocational activity should 
attempt, when possible, to prepare the child to fit into 
the regular stream of life, rather than create parlor 
vocations. Similarly, mental training should have some 
practical aspects. All these, or even some of them, are 
not.possible in every child. Even when possible, they 
are not simple. The task, like all those connected with 
this affliction, is long and hard and strenuous, for pa- 
tient, for doctor, for parents, and for all others con- 
cerned. 

CONCLUSIONS 


From the psychologic point of view, children with 
cerebral palsy need help, not academic classification 
and quibbling over diagnosis and treatment. They 
should get good guidance, but never be pushed or 
pulled into activity, nor should they constantly have 
things done for them which they might learn to do by 
themselves. All emphasis should be placed on the 
values and abilities that have not been affected rather 
than by calling attention to those that are gone. Every 
physician owes to the cerebral palsied child under his 
care, and to the family of that child, encouragement 
and understanding, careful accurate explanations, and 
all the guidance and help he can muster for them. For 
it is only with the intelligent use of all facilities avail- 
able that we can feel that everything possible is being 
done to rehabilitate these youngsters. 


Much of this psychologic guidance for the cere- 
bral palsied child would seem to the observer to be 
sound advice for the handling of normal children. It 
is; for the nearer to normal they can be treated psy- 
chologically, the more likely they are to achieve 
psychologic normality. The cerebral palsied child re- 
quires many extras, but if he can be brought one step 
nearer normal, the physician will have helped salvage 
another child. 
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Medicine during recent decades has made amazing prog- 
ress, and has to a large degree caught up with other practical 
applications of natural science to the satisfaction of human 
needs. Not until the Sixteenth Century was the first specific— 
mercury for syphilis—widely used; the Seventeenth Century 
saw only one more effective agent—Peruvian bark for malaria; 
the Eighteenth Century two—lime juice for scurvy and fox- 
glove for heart failure. Up to 1920 only three more diseases 
received effective specific therapy—hypothyroidism, amebiasis 


PROGRESS IN CLINICAL MEDICINE 


and diphtheria. Asepsis and anesthesia had made possible very 
great advances in surgery, but medical treatment was largely 
symptomatic, supportive and dietary. The chief gain in the 
Nineteenth Century was a negative one—doctors had aban- 
doned the bleedings, the purges and the emetics which domi- 
nated therapy for the previous two centuries——William Dock, 
M.D., “The Next Half Century in Medicine: A Symposium.” 
Sterling-Winthrop Research Institute Dedicatory Exercises, 
1950. 
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TORONTO—1925-1954 


Doctors of osteopathy who read their publications 
—a recent reader poll shows they do—have been given 
full information concerning the Fifty-Eighth Annual 
Convention of the American Osteopathic Association 
to be held in Toronto, Canada, July 12 to 16. The 
May issue of the JourNAL carried the complete pro- 
gram, the May Forum gave many interesting facts 
about the city itself and carried a guest editorial writ- 
ten by the City Editor of the famed Toronto Star, and 
OsTEOPATHIC MaGazine told its patient-readers why 
their doctors can not be reached in mid-July. 

An unusually strong program; the city of Toron- 
to, among the top ten of the continent; and the whole 
province of Ontario, Canada, admittedly a vacation- 
land itself—all command the attendance of every osteo- 
pathic physician who can possibly arrange to be there. 

But there is an additional significance to the 1954 
Toronto Convention, a significance so aptly pointed out 
by the 1925 Toronto convention program chairman, 
Dr. C. V. Kerr, in a letter published in the May 
Forum. There Dr. Kerr stated: “As I view the prog- 
ress made in osteopathy in the intervening 29 years, I 
am both gratified and astounded. Our profession at 
long last is coming into its own as a complete school 
of medical practice, a fulfillment of its manifest des- 
tiny I have been privileged to see with my own eyes.” 
Such is the judgment of an osteopathic physician 
whose professional lifetime approximates that of the 
profession he has served so long and well. Such a his- 
torical perspective validates the position of organized 
osteopathy today. 

Seen in this light Toronto, 1954, becomes more 
than another convention. It will be a moment for 
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retrospect and for worthy rejoicing in a noteworthy 
achievement, all with one’s colleagues. It will be a time 
to extend the horizons beyond—for another 29 years. 


And there can be those present in Toronto this 
summer who could write in 1983 of the eighty-seventh 
convention, saying in similar vein to Dr. Kerr: “Yes, 
the Toronto Convention of 1954, like that reported in 
1925, was ‘a highly constructive and most delightful 
meeting.’ The opportunity is afforded to you! 


“A STUDY OF THE BUYING POWER AND 
PRACTICES OF THE OSTEOPATHIC 
PROFESSION” 

A market survey report, in brochure form bear- 
ing the above title, is now available to many interested 
groups throughout America, as readers of the June 
Forum feature article—“‘A Portrait Unretouched! 
Osteopathy’s Buying Power and Practices” — are 
aware. The report is one of the most important 
documents relating to the osteopathic profession yet 
to be published. Although the brochure will be dis- 
tributed by the American Osteopathic Association, it 
is not a report by the A.O.A. It is a compilation by 
Market Facts, Incorporated, in a highly readable form 
of the source material which grew out of their recently 
completed survey of the osteopathic market, which 
is made up of the profession’s physicians and hos- 
pitals. An official announcement of the survey first 
appeared in the November, 1953, Forum, concurrently 
with an editorial in the October, 1953, JouRNAL de- 
veloping the purposes of such a research project. 
The actual project was begun in November, and now 
final figures have been released, both in popular form 
and in detailed studies. 

Tue Forum rates the Market Facts buying power 
survey as but one of two highly important and 
revealing studies made on the osteopathic profession 
within 1 year, emphasizing that both were made from 
without the profession by independent agencies. The 
other .study which was reported in the osteopathic 
section of the 1953 Report of the President’s Com- 
mission on the Health Needs of the Nation indicated, 
according to many observers, that osteopathy had to 


‘be included in any serious consideration of the health 


needs of the American people. In effect, this report 
constituted a definition of the professional status of 
the osteopathic physician today. Now the report on 
the buying power survey, as made by one of the 
largest and most reputable market research firms in 
the Midwest, bids well “to establish osteopathy’s 
economic position in the pharmaceutical, medical and 
surgical supply market.” 

In October, 1953, THe JouRNAL stated: 

Organized osteopathy must present its own case [to the 
public]. . . . and objectively and authoritatively—give facts 
found by agencies whose validity cannot be denied. Then, an 
organized profession will have the right and the duty to 
bring its power to bear in its own behalf. The first right 
of an organism, biological or social, is the right of survival. 
But it must initiate its own aggressive action. It must move 
to save itself in a highly competitive world. 


al 


EDITORIALS 


Pointing out that osteopathy had become well 
established as a distinctive school of medicine even 
if relatively not widely known, the editorial empha- 
sized that a study of the osteopathic market could 
prove it to be a power to be reckoned with in the 
economic world. Now that the facts are in, it is evi- 
dent that the profession’s position in the market place 
is a secure and commanding one. Manufacturers and 
purveyors of medical supplies and equipment already 
are evidencing wide interest in the survey findings. 
Every osteopathic physician and institution should 
become acquainted with the facts. 


READERSHIP 


Who reads the publications of the American Os- 
teopathic Association, and how widely are they read? 

As a matter of fact, many members of the Ameri- 
can Osteopathic Association do not think of their na- 
tional organization as a publisher, yet it publishes three 
monthly periodicals and an annual YEARBOOK AND D1- 
RECTorY. Ten thousand six hundred copies of THE 
Journaz, the scientific publication of the American 
Osteopathic Association, are printed each month, one 
for each member and additional copies for libraries, 
scientific organizations, medical magazine exchanges, 
government agencies, and other interested groups and 
individuals. A copy of THe Forum, the magazine 
of professional advance, goes to every osteopathic 
physician in the world for whom the A.O.A. has a 
valid address and to other concerned individuals and 
groups, a total of 13,800 copies a month. Approxi- 
mately 35,000 copies of OstreopatHic MaGazine, the 
redesigned publication of health information and edu- 
cation for laymen, roll off the presses ten times a year 
(July and August excluded). 


The Association has long been a publisher of 
pamphlets, leaflets, and brochures, all of which are 
being re-examined, resulting in the continuance of 
some and the revision and republication of others. New 
pieces of information and literature are being produced 
under the immediate direction of the Division of Pub- 
lic and Professional Welfare. In the 1952-58 fiscal 
year approximately 126,000 such pieces were printed 
and distributed, although that was a time of divisional 
reorganization and, hence, low output. 

An editorial staff of ten people, including a physi- 
cian-editor and two technically trained and experienced 
assistant editors, is directly responsible for the produc- 
tion of the periodicals. In addition, the Business Man- 
ager and the Director of the Division of Public and 
Professional Welfare and their respective staffs (total- 
ling ten individuals) are concerned with the entire 
field of publication. Published material carrying the 
imprint of the A.O.A. directly commands the attention 
and special skills of twenty people, excluding scores 
of people responsible for the actual mechanics of pro- 
duction. Indirectly concerned, highly valuable and, in 
certain instances, indispensable to publication, is every 
administrative member of the Central Office staff, 
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headed by the Executive Secretary as the responsible 
agent of the President of the Association and its Board 
of Trustees. And the entire achievement of publication 
rests upon a broad membership of osteopathic physi- 
cians, interested and highly cooperative in myriads of 
ways. 

Yet this considerable enterprise is to no avail—a 
tremendous waste of money and effort and high skills 
—if the periodicals are not read. To the Market Facts 
researchists the question of the extent of readership 
was a live one—these men, concerned with a scientific 
study of buying power of the osteopathic market, 
wanted an answer to two basic questions: 1. How 
many of the issues of our periodicals do our doctors 
look at? 2. How thoroughly do they read a typical is- 
sue? To answer these questions properly Market Facts 
had to determine the extent to which members actually 
read THE JoURNAL and THe Forum. They did this 
by asking the doctors who made up the sample the two 
questions posed above: The answers were of great 
significance to manufacturers and sellers who employ 
the advertising pages of the magazines as an exhibition 
for their wares, for these pages have proved to be a 
great pharmaceutical, medical, and surgical supply fair 
to which thousands of doctors come month after 
month ! 


But the editors of the periodicals and their con- 
tributors have a different interest in the Market Facts 
“Extent of Readership” section of the buying power 
survey. Men write and editors assist them in getting 
their copy ready for publication with the belief that it 
will be read. Without that consummation these work- 
ers are frustrated—they are on a journey which never 
ends, pressing to a goal which forever eludes them. 
But the editors are now privileged to share with our 
contributors—and with all interested people—the good 
news made available by Market Facts: Most osteo- 
pathic physicians look through all or most of the issues 
of THe JourNAL and THe Forum, an answer to the 
question of frequency of reading. The thoroughness 
of reading can be ascertained negatively: Only 7 per 
cent of osteopathic physicians read none or practically 
none of each issue of THE JouRNAL, and only 10 per 
per cent disregarded THE Forum in a similar manner. 
Upon the basis of their research experience, Market 
Facts authorities consider such a degree of readership 
of magazines an excellent one and suggestive of wide 
acceptability. 


This particular section of the Market Facts sur- 
vey project, readership of the official osteopathic peri- 
odicals, constituted only a slight portion of the project ; 


‘in no way did the survey purport to be a study of the 


place and position of the profession’s magazines— 
such a study fully done would be a survey project in 
itself. But the readership report as presented by the 
surveying agency encourages the editors, the various 
cooperating departments of the Central Office, and 
the Board of Trustees in its financial responsibility, to 
move forward in the production of periodicals still 
more representative of this relatively small but broadly 
acceptable sector of medicine—the osteopathic profes- 
sion. 
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Notes and Comments 


The eighty-first annual meeting of the American 
Public Health Association and related organizations 
held in New York City during the late fall was one of 
the past year’s most important gatherings, reflecting 
in its scientific sessions the wide scope covered by the 
general theme of the conference—the practice of pub- 
lic health, 1953. One especially complex problem con- 
sidered was that of chemical additives to foods. A 
panel discussion of the subject revealed the practical 
importance of additive control. There are now 22,000 
registered food additives representing about 125 basic 
chemicals, presenting problems far beyond the re- 
sources of the Food and Drug Administration to super- 
vise. There are hundreds of new additives covered by 
no law. As one authority stated, “There is no law 
against using the consumer as a human guinea pig.” 
(Qualified experts pointed out that the problem was a 
serious one, for many of the newer substances have not 
undergone comprehensive testing. 


x * 


“The general mortality picture for adults in the 
United States is less favorable than in many European 
countries.” This statement was made by Ancel Keys, 
Ph.D., of the School of Public Health, University of 
Minnesota, in linking the character of diet to heart 
disease. Keys emphasized that “overweight” and 
“overfat” are not synonymous and that “Overweight 
per se, except when it is of extreme degree [50 or more 
pounds heavier than the general population average ]}, is 
not a primary cause of coronary disease and the myo- 
cardial disorder to which it gives rise.” He felt that 
anyone 30 per cent or more overweight is likely to be 
overfat. The character of the diet, as much as the 
amount of the diet, is a factor in obesity, and it influ- 
ences cholesterol level, which seems to be related to 
mortality rates. 


x k * 


A preliminary report on a rheumatoid arthritis 
treatment project has been recently distributed to 
physicians by the Arthritis and Rheumatism Founda- 
tion, 23 West 45th Street, New York 35. The study 
has been carried on for the last 22 months by investi- 
gators from the New York University-Bellevue Medi- 
cal Center, supported by a grant from the National 
Institute of Arthritis and Metabolic Diseases of the 
U.S. Public Health Service. 

The most severely disabled arthritic cripples avail- 
able in the New York area were selected for treatment 
by a combination of cortisone and rehabilitation tech- 
nics. The average age of these patients was 44 and the 
average duration of their arthritis 914 months. One- 
third of the group treated were rehabilitated to a “com- 
pletely independent socio-economic status,” and 6 per 
cent to a “partially independent status.” Those still 
under treatment show an 18 per cent average increase 
in functional self-sufficiency. In all cases progress of 
the disease was stopped, a significant finding in itself. 


The period of treatment ranged from 2 weeks to 14 
months. 

The approach to treatment is these cases is that 
of teamwork in which the patient is a part of the 
therapeutic team: His attitude—motivation and will- 
ingness—is considered one of the keys to his restora- 
tion to self-sufficiency, productivity, and dignity. 

In an article in the New York Times discussing 
the results of this attack, Howard A. Rusk, M.D., an 
associate editor, points to greater advances in the last 
5 years in the treatment of rheumatoid arthritis, the 
greatest crippler of the young, than have been made 
in all time heretofore. 

This specific disease is said to affect more than 10 
million persons and cause a loss of 150 million work- 
days each year. A research which discloses even a bit 
of new knowledge resulting in partial control of the 
disease and restoration of the patient pays dividends 
beyond the dreams of any investor—the Federal Gov- 
ernment alone loses more than $75 million a year in 
income taxes because of wage earners unable to work 
because of the crippling effects of arthritis. 


* * 


An extensive Health Inquiry conducted by the 
House Committee on Interstate Commerce and partici- 
pated in by approximately 100 physicians, scientists, 


and others has recently been concluded and the results 
published. A portion of the preliminary report sub- 
mitted to Congress has been published in a fourteen- 
page bulletin obtainable for 25 cents from the Social 
Legislation Information Service, 1346 Connecticut 
Ave., N.W., Washington 6, D.C. It highlights the 
health problems and health needs of the nation today 
and should be read by all individuals responsible for 
any phase of the disease problem. 


@ 


The economic burden of one disease only has been 
suggested in the above item on arthritis. The entire 
burden as revealed by this Committee study is of ma- 
jor proportions. The annual tax bill for care of the 
mentally ill in public institutions is $1.1 billion per 
year, and the cost is increasing at the rate of $100 
million each year. In World War II, more than 2% 
million men were lost to the Armed Forces—either re- 
jected before induction or discharged afterward—be- 
cause of mental disorders. And for thousands of these 
no psychiatric care is possible. Aside from the cost, 
there is no adequate number of psychiatrists or clinical 
psychologists to care for them. . . . Tax-supported 
tuberculosis hospitals cost $630 million yearly. . . 
Pension and compensation payment to veterans with 
cardiac disabilities amount to $168 million per year. 
It costs $10,000 a year to keep a patient in an iron 
lung. The monthly cost at a cerebral palsy center 
offering the full range of medical, psychologic, and 
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social services may average as much as $750 per child. 
The cardiac invalid whose condition demands hospitali- 
zation for a year will need $4,380 to meet the bills. 
Few families can afford such catastrophic costs. The 
nation cannot suffer such losses in human terms and 
continue on its way to strength and security. Such is 
the measured judgment of the witnesses heard by the 
Committee and so reported to the Congress. 


&. 2 


A national medical research program was held by 
the Committee to be the most promising weapon for 
attack upon crippling disease, an approach such as that 
made in miniature by the project of the Arthritis and 
Rheumatism Foundation. It was pointed out that in no 
field of research are funds adequate to permit investi- 
gators to follow all the leads which warrant immediate 
study. Manpower shortages are developing, especially 
in the medically related sciences. The two outstanding 
medical research needs according to the Committee 
could be completely identified —except for  or- 
ganizational ties—with those set forth by the Research 
Conference held in New York City in October, 1953, 
by the Foundation for Research of the New York 
Academy of Osteopathy. The sixteen men attending 
the Conference stated the two needs of osteopathic 
research to be: (1) to attract more persons of ability 
into research careers, and (2) to improve the present 
methods of supplying support for research and its re- 
lated needs. By such criteria osteopathic research be- 
comes no isolated, segregated, and sectarian movement, 
but can be seen as a part of an over-all national need, 
giving to it a greater comprehensiveness, since osteo- 
pathic research is largely directed into fields of investi- 
gation not now covered, and yet fields proved acceptable 
to the scientific world. 


* 


Prevention, control, and rehabilitation: These, 
the Committee held to constitute the three-phase strate- 
gy of attack on the burden of disease. The results 
accruing from a two-phase attack on rheumatoid arthri- 
tis reported in a preceding paragraph are only a 
threshold illustration of the possibilities that lie ahead, 
if the nation is moved to apply what is now known 
about prevention, control, and rehabilitation. And or- 
ganized medicine itself, especially that of the dominant 
school, cannot escape its responsibility for furnishing 
a leadership which will educate not only the public, but 
its own doctors as well. That osteopathic medicine is 
preparing itself to assume its share of the responsibil- 
ity for rehabilitation is indicated by the first article in 
this issue of THE JourNAL, “The Need for Research 
in Physical Medicine,” as well as by the program 
under way at the Rehabilitation Center of the College 
of Osteopathic Physicians and Surgeons in Los An- 
geles. 

* 


The entire report presented a picture of the major 
diseases. The testimony dealt with eight specific dis- 
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eases, including arthritis and rheumatism previously 
referred to. Selective Service has revealed that of the 
young men called up for service in the Armed Forces 
in Korea, 30,000 of the 505,000 rejected were unfi: 
for duty because they were afflicted with rheumati 
disease. Heart disease heads the list of crippling dis- 
eases, Causing one out of every two deaths and number 
ing 10 million sufferers. Our present knowledge of its 
control, largely gained in recent years, justifies the as 
sumption that heart disease is not unconquerable. Muc! 
can be done to prevent a large proportion of congenita' 
heart defects, and the newer surgical technics permi 
the correction of a substantial proportion of the con 
genital defects that have not been prevented. It is tru: 
that the basic causes of atherosclerosis and arterio 
sclerosis remain unknown, but the attack is already ; 
penetrating one, and, as the Committee in its repor: 
advised the Congress of the United States, it needs tv 
be a continued and strengthened one, nation-wide ii 
its scope. 

Heart disease causes one-third of all deaths in th: 
most productive years, ages 35 to 54, and it is the lead 
ing cause of death among children. In 1951 the loss in 
productivity as a result of this affliction was estimate: 
to have been $2,124 million. In the same year on 
major insurance company paid to its beneficiaries on 
account of heart disease a total of $173,680,000, three 
and one-half times the amount it paid in 1931. Insur- 
ance claim payments for deaths from heart disease are 
steadily rising. 


x * 


The Committee’s report advised the nation’s legis- 
lators that cancer had moved from eight place as a 
cause of death in 1900 to the second place currently. 
Although it is a disease of the older age group 15 per 
cent of the deaths from cancer occur in individuals 
under the age of 45. At our current rate of acquiring 
cancer 50 million of the present population of the 
United States will probably acquire cancer and about 
25 million of them will die from that disease, unless 
many more cancers are detected in the early stages. 
With our present knowledge of diagnosis and treat- 
ment, only half are actually being diagnosed and treat- 
ed early enough to effect a cure. On the economic 
front it is estimated that about $12 billion each year is 
lost in productivity through cancer’s onslaught upon 
breadwinners. The estimated average total cost of 
hospitalization alone to cancer patients turns out to be 
$535. Only slightly more than one-fifth of hospitalized 
patients were unable to make any payment from their 


.own resources toward their hospital bill. More than 


one-fourth of these patients required some charitable 
aid to meet the payment of their bills. 


Although the causes of the major mental illnesses 
are still unknown, rapid strides in effectiveness of 
treatment can be reported. Today 60 per cent of all 
patients admitted to State mental hospitals with a 
diagnosis of schizophrenia are released within a year. 
Persons suffering from mental deficiency are being 
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trained to lead socially useful lives. What is actually 
being spent in learning about the causes, diagnosis, 
and treatment of mental diseases is infinitesimal in 
comparison with the cost of caring for those with 
these diseases. Approximately 50 per cent of all hos- 
pital beds in the United States (662,500 out of 
1,425,000) are needed and used for this type of illness, 
according to the Committee’s summary. The need for 
treatment facilities, including both hospitals and clinics, 
is more acute than in any other field of medicine. And 
the patient load is constantly enlarging. In reporting 
on the colossal cost of mental illness to the nation, Dr. 
S. Bernard Wortis, professor of psychiatry and neu- 
rology, New York University College of Medicine, 
estimates it to run as high as several billion dollars 
cach year. The cost restricted to public funds—main- 
‘enance in public hospitals, VA pensions, and other 
state and local mental health activities—in 1952 amount- 
ed to $1,041 million or about $2,900,000 per day: this 
is $2,000 per minute, day and night. These figures 
take no account of the costs of private care; nor do 
ihey reckon with the economic loss in earning power 
and the available income tax to the Government—sums 
which would be immeasurable. 


x * * 


Diabetes afflicts 2 million Americans, and approxi- 
mately 60,000 new cases are added each year. Insulin 
has increased the diabetic’s life span by three or four 
times, but it remains a makeshift since the cause of 
the disease remains unknown. . . . Poliomyelitis is re- 
ported as showing notable progress in the last few 
vears in the development of preventive measures. Dr. 
Hart E, Van Riper, National Foundation for Infantile 
Paralysis, in his appearance before the Committee 
stressed that the problems of the National Foundation 
arise in part from the cumulative caseloads that have 
come from previous epidemic years. There are now 
more than 1,500 patients in iron lungs for all or 
part of each day... . ¢ A dramatic reduction in deaths 
from tuberculosis still leaves that disease occupying the 
seventh position in the total death toll. There are 
approximately 1,200,000 Americans with tuberculosis, 
of whom 500,000 are known to their health depart- 
ments. In 1952 approximately 250,000 men and women 
of working age were completely incapacitated because 
of active tuberculosis—more than the total labor force 
of the crude-oil and natural-gas industries in the Unit- 
ed States. The direct costs of the disease, cash outlays 
by agencies in every community of the nation and by 
the Federal Government, are estimated at a minimum 
of $620 million for the year 1952. Tuberculosis still 
causes serious distress and dislocations to every indi- 
vidual whom it strikes. 


* 


The House Committee in its extensive Health 
Inquiry was informed by expert witnesses that the 
neurologic and sensory diseases create a serious public 
health problem in the United States, affecting 20 mil- 
lion persons of whom at least half are gravely disabled. 
Among these disorders multiple sclerosis remains one 
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little resolved, to the degree that the fate of those 
sufferers is little different from what it was in 1835 
when the disease was first observed. It is one condi- 
tion in which basic and fundamental research—further 
study of the structure, growth, and function of the 
myelin sheath which is destroyed in the disease’s 
course—needs to be done. . . . Epileptic seizures can 
be partially or wholly controlled by drugs or surgery 
in about 80 per cent of cases. Of the one and one-half 
million epileptics in the United States only 20 per cent 
receive adequate treatment. Resolution of the problem 
seems to lie in the development of a cure for seizure. 
(A distinctive contribution to the treatment of epilepsy 
was made by Hugh Conklin, D.O., but his methods— 
aside from further investigation along the same line— 
have become largely a lost cause since his retirement. 
Several decades ago the Conklin treatment aroused 
interest among medical science investigators.) .. . Re- 
habilitation promises to be a potent factor in the treat- 
ment of the cerebral palsied, but the number of those 
disabled continues to increase because 10,000 cerebral 
palsied are born each year. Research on the problem 
is in its infancy. (The challenging achievements in this 
field made by Arbuckle and other members of the 
osteopathic profession merit careful study. For related 
factors see the May, 1954, Journat article by Ar- 
buckle, “Effect of .Uterine Forces upon the Fetus.’’) 
. . . Muscular dystrophy is now recognized as an ex- 
tensive public health problem, with 100,000 cases of 
the disorder in the United States. The Committee was 
told: no treatment, no means of prevention. . . . Prog- 
ress in the treatment of the blinding eye disorders has 
been rapid during the past decade. Cataract and glau- 
coma can be controlled in their insidious progress; 
ACTH and cortisone are effective in more than a 
dozen other eye diseases; corneal transplant technics 
add to the progress. All of this has not kept up with 
the increasing number of the blind overburdening the 
already inadequate facilities for their care. . . . Deaf- 
ness receives less attention than any other major medi- 
cal problem in the United States according to the wit- 
nesses consulted by the Committee. Yet there are 
760,000 totally deaf in the United States, with another 
3,500,000 who are partially so. .. . Such is the briefest 
possible resume of the serious public health problem 
created by neurologic and sensory diseases. They affect 
20 million persons in the United States alone, and at 
least one half are gravely disabled. The economic 
losses incurred produced a bewildering array of fig- 
ures. The one hopeful aspect of the entire picture— 
that of all the conditions listed in this summary—is 
that much more is now known about disease than is 
being applied. And the apathy about these problems of 
disease that seems almost universal, not only among 
lay people, but doctors equally, is more apparent than 
real. For much of the indifference is due to ignorance, 
to being uninformed. A part of the price which this 
nation must pay for its survival is to become informed. 


@ 


Of what interest is this to me and what could I 
do about it? That question may well occur to the 


average doctor of osteopathy who glances through 
these pages, or to the occasional doctor of medicine 
who might see scraps of the report of the Committee. 
The reaction would be a natural and normal one, but 
it is not a healthy one. For medicine has moved far 
outside and beyond the limits that were long set up 
for it—a service for a fee to an individual. It is still 
so conceived by thousands of doctors and in its or- 
ganized form is so limited, at least by the dominant 
school largely responsible for the totality of medical 
care in America. * But medicine in its preventive, con- 
trolling, and rehabilitative aspects is not so conceived 
by the great mass of American people. Certain of 
their representatives in the Congress of the United 
States know that fact and propose to do something 
about it, while there is time to build a carefully thought 
out and planned program, hence such an investigation 
as described in these columns. 

In a free world it is well that every citizen should 
appreciate that with freedom comes responsibility; if 
he wishes to retain that freedom he will find that he 
must pay a price for it. The price of citizenship is 
participation in the everyday life about him—commu- 
nity, state, nation, and an inter-related world. To these 
demands upon his neighbor, the doctor has certain 
specific obligations which flow out of the right granted 
him to practice medicine. He must fulfill his function 
as a physician, which is to guard and conserve the 
health of a part of the population, not merely to take 
care of Joe Doe, his patient. To do that he must be 
informed of the possibilities of medicine that lie with- 
in its grasp today; he must acquaint himself over and 
beyond his little circle with the needs of the people for 
medical care ; and his reach must constantly exceed his 
grasp. And all of this adds up to but one thing: the 
vocation of medicine as it has continued to advance 
itself in the service of man. 


Doctors who are puzzled—and there are many of 
them—by the wide differences of opinion among psy- 
chiatrists on any given case problem should read an 
article by Thomas J. Meyers, D.O., which appears in 
the September-October, 1953, Journal of Criminal 
Law, Criminology and Police Science. Dr. Meyers is 
known to many members of the osteopathic profession 
as professor of psychiatry in the College of Osteo- 
pathic Physicians and Surgeons and as secretary of the 
American Osteopathic Board of Neurology and Psy- 
chiatry. 

The article entitled, “The Riddle of Legal Insan- 
ity,” outlines the many complex factors which enter 
into the formation of psychiatric opinion. Here is a 
situation in which so-called “scientists’”—as physicians 
are popularly assumed to be—vary radically in the 
interpretation of similar datas Why? Dr. Meyers 
points out that the field of psychiatry is composed of 
three major groups, all of them physicians, duly recog- 
nized and approved: the organicists, the psycho- 
analysts, and the psychobiologists. 
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The organicists are specialists in the study and 

treatment of mental illness, viewing their patients in 
the Oslerian tradition, expressed in terms of anatomy, 
physiology, and pathology: Disease must be based 
solidly on pathology to justify its existence. This is 
the largest and the dominant group among psychiatrists 
world over. Dr. Meyers observes that most institu- 
tional psychiatrists are organicists and deal mostly with 
psychotic cases. 


The second group, the psychoanalysts, concentrate 
on the psychic with little attention to the physical—and 
they are inclined to speak with an authoritative certain- 
ty that leaves little chance for a difference of opinion. 
Although there are many psychoanalytically oriented 
psychiatrists, there is room in this group for ques- 
tionable fringe practitioners, masking as “psycholo- 
gists,” because in the strict interpretation of the law 
in many states they are not practicing medicine. And 
there is a problem in their control, as was pointed out 
in the April JourNaL in an editorial, “Controversy 
Ahead.” Even the psychoanalysts who are physicians 
are divided among themselves on theory and technics. 
This gives an opportunity for the strong interplay of 
personal opinion in any behavior problem, and even in 
actual cases of legal insanity. 


The third group of physicians specializing in psy- 
chiatry, the psychobiologists, are psychologically orient- 
ed and represent a newer addition to the specialty. 
These men can be popularly identified as influenced by 
the Menninger Clinic type of training, although they 
follow the principles of many other individuals or 
groups. The psychobiologists are familiar with the 
tools and technics of both psychiatry and psychology, 
but conceive the individual as a medical problem. Dr. 
Meyers suggests that this group is the least dogmatized 
of all and is essentially pragmatic in its approach to 
behavior problems or actual mental illness. 


Although the article calls attention specifically to 
a special problem—that created by a variance of ap- 
proach to the riddle of legal insanity—it has consider- 
able value to the general practitioner. 

Modern medicine cannot be intelligently practiced 
today by any physician unless he has an appreciation 
of the role of a stress, which entails alteration or 
deformation in the organism. It must be recognized 
that stress may be imposed not only from without, but 
also it can arise from within, or from the impact of 
man on man. Stress often finds an outlet in emotional 
and behavior problems of such magnitude as to result 
in further bodily changes. This response to stress upon 
the part of the body forces every physician to know 
the basic essentials of underlying psychologic and psy- 
chiatric care. It is scarcely possible to read modern 
medical literature widely and understandingly without 
some knowledge of the psychologic and psychiatric 
approaches to disease. To the general physician these 


approaches and their technics of therapy seem con- 


fusing and contradictory. The Meyers article will help 
him to understand that some of the confusion is re- 
solvable, and it may encourage him to further study 
of the whole man. The day is passing in medicine 
when doctors can successfully treat only diseases. 
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Proposed Amendment to the Bylaws of the 
American Osteopathic Association 


R. C. McCAUGHAN, D.O. 
Executive Secretary 


(The following proposed amendment is submitted by Dr. 
Edwin J. Elton.) 


Article II—Membership 

Amend Section 1 by striking out the present section and 
substituting as the first paragraph of the section, the following: 

“On and after September first, 1954, an applicant for reg- 
ular membership in this Association shall be a graduate of a 
recognized college of osteopathy, licensed to practice in, and a 
member of the divisional society of, the state from which he 
applies, and shall make application upon the prescribed form 


with the endorsement of the secretary of the divisional society 
of that state.” 

Further amend Section 1 by the addition of a new para- 
graph to read as follows: 

“Where internship is a prerequisite for license, interns may 
apply for membership as provided for in Article III, Section 1, 
and upon being licensed, such applicants shall be processed in 
the usual manner for regular members.” 

Amend Section 2 by placing a comma after the word 
“dues” at the end of the section, and adding the words, “and 
the maintenance of his divisional society membership.” 


Department of Public Affairs 


DONALD M. DONISTHORPE, D.O. 
Chairman 
Los Angeles 


BUREAU OF PUBLIC EDUCATION ON HEALTH 


HOBERT C. MOORE, D.O. 
Chairman 
Bay City, Mich. 


FOREIGN MEDICAL EDUCATION 


On May 8 and 9, 1954, the Bureau of Public Education 
on Health held its annual 2-day meeting. This concluded the 
meetings of the Bureau for the fiscal year 1953-54. Other 
meetings of this period were held during the annual con- 
vention in Chicago in July, 1953, and in Chicago on December 
10 and 11, 1953, the mid-year 2-day meeting. The present 
membership of the Bureau of Public Education on Health 
is composed of Hobert C. Moore, Michigan, chairman; Carl E. 
Morrison, Minnesota, vice chairman; John P. Wood, Michi- 
gan; Eugene D. Mosier, Washington; Phil R. Russell, Texas; 
and Robert E. Cole, New York. 


At Bureau meetings matters or problems of significance 
to the profession in its efforts to provide maximum osteo- 
pathic health care to the people of the various states are the 
subjects of attention. Specific items or matters pertinent to 
this objective are taken under consideration. Few of the 
matters discussed are such that they can be resolved at any 
one meeting. Rather, because the problems involved pertain 
to the welfare of the patients of doctors of osteopathy, they 
require continued review and re-examination in the light of 
changing conditions and factors. The annual report of the 
chairman of the Bureau of Public Education on Health sub- 
mitted to the Board of Trustees and the House of Delegates 
will detail the various items which have been under study 
this year. At this time, however, it is believed that one matter 
which has come to public as well as Bureau attention during 
the past year merits immediate presentation. 

In recent years discussions concerning the education and 
training of physicians have generally centered upon those 
institutions maintained in this country by the medical and 
osteopathic professions; they have been little concerned with 
educational training programs for physicians in foreign coun- 
tries. During the current year, however, two presentations 
made at the Annual Congress on Medical Education and 
Licensure held in Chicago on February 7-9, 1954, furnish 
information concerning foreign medical education such as to 
merit the attention of all persons concerned with the training 
of physicians. One of the presentations was made by Willard 
C. Rappleye, M.D., dean, Columbia University College of 
Physicians and Surgeons, and the second was made by Stiles 
D. Ezell, M.D., secretary, New York Board of Medical 
Examiners. 


Dr. Ezell’s presentation, entitled “The Evaluation of For- 
eign Medical Credentials,” was published in the February, 


1954, issue of the Federation Bulletin. 
graph he stated: 

Even before the elimination of the last of the unapproved medical 
schools in this country, there had begun a migration of physicians 
to this country which has now reached a total of more than twenty 
thousand. The challenge in this fact is that the profession has not 
been prepared to understand what is involved in such a massive 
movement, nor has it realized the numerous deficiencies involved in the 
collective educational background of this group. 


The number of foreign medical schools whose gradu- 
ates now seek licensure in the United States is estimated at 
around 550. Concerning such schools Dr. Ezell says: 

We can never inspect or accredit foreign medical schools on any 
satisfactory basis, and if we did try, one could not be certain what 
had been approved or inspected would, on the following day, be 
the same. 

More than half of the state medical licensing boards 
now admit foreign graduates to licensure. Furthermore, the 
article indicates that there is a widespread use of foreign 
graduates in the internship and residency programs approved 
by the Council on Medical Education and Hospitals of the 
American Medical Association. Unpublished reports referred 
to by Dr. Rappleye in his article, “The Educational Component 
of Medical Licensure,” in The Journal of the American Medi- 
cal Association, April 3, 1954, indicate that one in four of 
approved internships and residencies of the A.M.A. may now 
be filled by alien physicians. Approximately 48 per cent of 
all house staffs of hospitals in New Jersey are filled by alien 
physicians, Dr. Rappleye states. In New York alone 1,000 
graduates from unapproved medical schools are serving in 
the hospitals of the state. 

Both articles pertaining to foreign medical education 
indicate that there are wide variations throughout the world 
and a widespread lack of uniformity in what constitutes 
satisfactory premedical and medical training. According to 
Dr. Ezell: 


There are major differences in what the schools offer the students, 
what the schools require of the students, and in the primary purpose 
of the teaching efforts. In some cases it is to get the student by 
the examinations; in others, it strives to make a good clinician. 
Some medical schools enroll as many as 6,000 students. Most of 
them have far greater numbers than they can properly train. In 
some areas there have been no major curriculum changes in the 
past fifty years. This indicates a definite lack of interest in the 
elevation of standards in medical education. 

Furthermore, it is pointed out that one of the fallacies in- 
volved in considering foreign medical education is accepting 
today the excellent reputation that medical schools in foreign 
countries had in the period before World War II. The war 
years brought calamity and destruction to European medical 
education. Dr. Ezell comments that as a matter of fact World 
War I itself had had a much more harmful effect upon the 
quality of foreign medical education than was generally 


In his opening para- 


recognized. Historically, however, he points to the year 1939 
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as the beginning of the period when the foreign medical 
schools and their physicians commenced to become a major 
influence upon the standards for the training of physicians 
in this country. He says: 


No one will question that medical education degenerated to a 
very low level in all that was involved in accelerated programs, 
interruptions due to war, migration of students, governmental inter- 
ference, political domination, emphasis on chemical and bacteriological 
warfare, murder or imprisonment of teachers, and general relaxation 
of curricular requirements. 


In the years following 1939 in the foreign countries, 
medical schools were destroyed, libraries were burned, and 
in many countries the medical education which survived was 
of the “underground” variety. Since World War II the 
recovery has been slow and there is evidence that the range 
and thoroughness of the prewar effort in medical education 
in the foreign countries have been relaxed. 

Dr. Ezell goes on to list the various factors that must 
be evaluated in attempting to determine the level of foreign 
medical education, and he concludes with the statement that 
his effort has been: 


. an attempt to call attention to the defective management of for- 
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eign medical education in this country over the past twenty years. 
This has become a national problem, and it represents the most serious 
challenge to the maintenance of high standards in the history of 
the medical profession in the United States. 


The article of Dr. Ezell and that of Dr. Rappleye, which 
will be discussed further in a subsequent issue of THE Jour- 
NAL, constitute an apparent effort to bring to the attention 
of the medical profession in this country the seriousness of 
the effect upon medical standards coming from graduates of 
foreign medical schools seeking licensure here. With some 
550 medical schools in foreign countries, only fifty of which 
are approved by the American Medical Association, the jol) 
of evaluating and determining the qualifications of graduates 
is a serious one for state licensing and examining boards. 
Both Dr. Ezell and Dr. Rappleye recognize the importance 
of determining the competence of the physician himself. The 
attention devoted to this problem, they stated, is not directed 
at prohibiting the licensure of alien doctors in this country, 
but rather to emphasizing the need for ascertaining and 
determining that all such physicians have been competently 
educated. 


Department of Public Relations 


CHESTER D. SWOPE, D.O. 


Chairman 


MEDICAL FACILITIES MORTGAGE INSURANCE ACT OF 1954 


STATEMENT SUBMITTED TO HOUSE LEE ON 
IN Pia D.O COMMERCE 
CHAIRMAN, DEPARTMENT OF PUBLIC RELATIONS 
AMERICAN OSTEOPATHIC ASSOCIATION, ON H. R. 7700 
“MEDICAL FACILITIES MORTGAGE INSURANCE ACT OF 1934" 


April 29, 1954 
Mr. Chairman, and Members of the Committee: 


We understand that the time allotted by the Committee for 
consideration of the Wolverton bill, H. R. 7700, relating to 
medical facilities mortgage insurance, is very limited, and in 
order to conserve the time of the Committee we respectfully 
submit this statement for the record in lieu of personal ap- 
pearance. 

H. R. 7700 authorizes Federal insurance of mortgages 
held by private lending institutions on the medical facilities 
of organizations of physicians in group practice. Group prac- 
tice is defined as a formal organization of physicians which 
meets the following criteria: (1) The organization of physi- 
cians must have more than one specialty of medicine repre- 
sented in the group; (2) there must be a joint use of office 
facilities and auxiliary personnel by the physicians in the 
group; (3) the group must have a formal organization for 
administration and financing; and (4) there must be a pooling 
of income by physicians in the group and a sharing of common 
overhead expenses with net payments to physicians made ac- 
cording to a pre-established plan. The minimum number of 
full-time physicians and the minimum number and type of 
specialties which would be required to constitute such a group 
would be prescribed by the Surgeon General of Public Health 
Service. 


There are a number of existing organizations of osteo- 
pathic physicians in group practice, and others might be ex- 
pected to qualify under the above-mentioned provisions of the 
bill. The American Osteopathic Association has established 
ten specialty certifying boards. In 1952-53, thirty-seven osteo- 
pathic hospitals were approved for 186 residencies in the spe- 
cialty fields of internal medicine, obstetrics and gynecology, 
roentgenology, diagnostic roentgenology, radiology, surgery, 
pathology, anesthesiology, ophthalmology and otorhinolaryngol- 
ogy, orthopedic surgery, urological surgery, psychiatry, neu- 
rology, neurosurgery, obstetrical-gynecological surgery, and 


pediatrics. 


However, in defining the medical facilities which may be 
the subject of mortgages, the bill limits hospitals, diagnostic 
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or treatment centers, personal health service centers, and re- 
habilitation facilities, to those facilities in which patient care 
is under the supervision of “persons licensed to practice medi- 
cine in the State.” Such limitations dilute the objectives of 
the legislation, insofar as they operate to disqualify medical 
facilities of otherwise eligible group practice units comprised 
of persons licensed to practice osteopathy and surgery in the 
State. 

Similar limitations contained in the Hill-Burton Amend- 
ments, H. R. 8149, were revised by the House on March 9, 
1954. We request similar revisions of the pending bill, as 
follows: 

After the word “medicine,” as used on page 4, lines 16 and 
22; page 5, lines 4,9, and 18; insert the words “or surgery.” 

The language so revised would include persons licensed to 
practice medicine or osteopathy and surgery. 

The bill further requires that 60 per cent of the mortgaged 
medical facility will be available to serve subscribers to group 
practice prepayment health service plans. Bu automatically dis- 
qualifying all group practice units or projected group practice 
units unless 60 per cent of their facilities are devoted to sub- 
scribers of prepayment plans, the bill establishes an unfair 
preference and seeks to impose a pattern of medical service. 
We, therefore, respectfully suggest that such requirement, sub- 
section (d), page 18, lines 7 through 16, be deleted from the 
bill. 

In view of the fact that the General Counsel of the Small 
Business Administration has recently ruled that group practice 
organizations of physicians are not eligible for assistance under 
the Aid to Small Business Act (15 U.S.C.A. 631-650), which 
authorizes Federal cooperation (including immediate or de- 
ferred participation) with private lending institutions for fi- 
nancing small business concerns, the pending bill would operate 
to remedy to some extent that apparent discrimination, and 
with the amendments, above-mentioned, would serve to im- 
prove and increase the availability of medical facilities and 
services to the American people. 


MEDICAL CARE OF MILITARY DEPENDENTS 


An Administration proposal, S. 3363, cited as the “Armed 
Forces Dependents Medical Care Act of 1954,” was introduced 
on April 27th by Senator Leverett Saltonstall, of Massachu- 
setts, Chairman of the Senate Armed Services Committee. It 
is based on the June, 1953, report of the Citizens Advisory 
“ommission on Medical Care for Dependents of Military Per- 
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sonnel set up by the Secretary of Defense on April 1, 1953, to 
study the problem. Medical care has been largely confined to 
those living near military medical installations. The bill au- 
thorizes the Department of Defense to provide medical care 
for all eligible dependents of military personnel wherever lo- 
cated. 


Dependent medical care would be provided by duly 
licensed civilian physicians and surgeons and accredited civilian 
hospitals and treatment facilities whenever military facilities 
are unavailable or incapable of providing authorized treatment 
required, or when the situation is of an emergency nature. 
‘he Secretary of Defense will prescribe regulations defining 
medical emergency and, in consultation with medical associa- 
tions and other appropriate agencies and individuals, will estab- 
lish maximum fees for civilian professional services. 


Medical care is limited to diagnosis; acute medical and 
surgical conditions; contagious diseases; immunization; and 
iaternity and infant care. Hospitalization would not be au- 
horized for domiciliary care and chronic diseases; nervous 
ond mental disorders (except for diagnostic purposes); and 
lective medical and surgical treatments as determined by the 
ygnizant physician. 


CURRENT MEDICAL LITERATURE 


dependents will be required to contribute to the costs. 
civilian facilities they would pay the first $10 of the cost of 
each illness plus not more than 10 per cent of the total cost, 
except in maternity cases for which there would be no charges. 
In military facilities, charges, if any, would be limited to those 
established by the Secretary of Defense, who also would fix 
standard subsistence charges. 
granted the authority also to contract for dependent medical 
care under a private insurance plan, if deemed more economical. 
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As a restraint on excessive demands for medical attention, 
In 


The Secretary of Defense is 


RENEW FEDERAL NARCOTIC AND MARIHUANA PERMITS 


Osteopathic physicians and osteopathic colleges or research 
laboratories must renew their Federal narcotic permits every 
year before July 1. Failure to do so entails severe penalties. 


On or before July 1 each osteopathic physician who wishes 
to dispense, prescribe, or administer marihuana in his practice 
must, under the provisions of the Federal Marihuana Tax Act, 
pay a $1.00 annual tax and register or reregister with the 
Director of Internal Revenue for each of the districts in 
which he practices. 


Current Medical Literature 


ROUTINE TONOMETRY AS PART OF THE 
PHYSICAL EXAMINATION 


It has been estimated that approximately 2 per cent of 
those over 40 years of age or more than 1 niillion persons 
in the United States have chronic glaucoma without knowing 
it. Ocular tension above normal limits is a sign common 
io a great percentage of cases of glaucoma. Reasonably accu- 
rate ocular tensions may be obtained in 2 or 3 minutes with 
any of several types of tonometers. In The Journal of the 
American Medical Association, April 17, 1954, Robert W. 
Zeller, M.D., and Leonard Christensen, M.D., show that 
tonometry can be performed easily and with productive results 
by all practitioners. 


A study was made on interns and on patients admitted 
to Multnomah County Hospital to determine whether interns 
without a special interest in ophthalmology could be trained 
to make reasonably accurate ocular tension determinations 
and to discover their reactions to the desirability of these 
measurements. After being instructed in the incidence and 
natural history of glaucoma, each new intern was given 
approximately 10 minutes of instruction on using the Schiotz 
tonometer. Each was asked to take as many measurements 
as possible on newly hospitalized patients and was deliberately 
given the impression that the only purpose of the procedure 
was to locate new cases of glaucoma among the hospital 
patients. It was urged that all facilities be utilized and help 
sought from any member of the ophthalmology department 
whenever it was wanted. Each intern was interviewed at 
least once a week. All tensions exceeding 25 mm. of mercury 
and a fraction of the normal tensions were checked in order 
to verify their accuracy. As he finished his service, each 
intern was interviewed to determine his attitude concerning 
tonometry in his future practice. 


A total of more than 1,000 determinations was reported 
by the twelve interns. To some “as many as possible” meant 
no tension measurements, and others made as many as 140 
determinations in a 4-week period. Of the normal tensions 
reported and spot checked, none was abnormally high. Sixty 
tensions were greater than 25 mm. of mercury, and 17 were 
verified on re-examination. The interns who had measured 
more than 30 or 40 results felt confident of their results; 
those who had measured less were doubtful of their accuracy. 
The impression of the faculty was that the measurements 


by those who had made more than just a few were fairly 
accurate. 


There were various reactions to the measurements of 
ocular tension, but the consensus seemed to be that the 
interns felt them unimportant. As nearly as the authors could 
determine, none of those in the group checked a tension after 
he left the service. For the most part, their attitudes appeared 
to reflect that of the faculty of the schools where they had 
received their medical training, and their concepts of what 
a complete physical examination consists were fixed. 


If a high percentage of the cases of glaucoma in those 
over 40 is to be discovered in the early stages when treatment 
can be effective, and this is possible in the routine physical 
examination, it appears that faculty members of medical 
schools must first be educated to realize that there is no more 
justification for the practitioner to dissociate the body from 
the eye than for the ophthalmologist to dissociate the eye 
from the body. 


PROTRUDED LUMBAR INTERVERTEBRAL DISKS 
IN CHILDREN 


Even though protruded intervertebral disk rarely occurs 
in childhood, its presence should be suspected if low backache 
and sciatic pain appear in a child. Case reports of 5 children 
with intervertebral disk protrusion are given by J. Hugh 
Webb, M.D., and his associates in The Journal of the American 
Medical Association, April 3, 1954. 


The authors have reviewed the records of approximately 
6,500 patients treated for protruded intervertebral disks at the 
Mayo Clinic between 1942 and 1952. Only 60 were 18 years 
of age or under when operation was performed. Of these, 
35 were 18 years of age; 13 were 17; 7 were 16; 2 were 
15, and there was 1 each 14, 13, and 12. 


The authors set the sixteenth birthday as the end of the 
childhood period; therefore, only 5, or 0.077 per cent, of the 
patients whose records were reviewed were children. The 
incidence of protruded intervertebral disks which require 
operation increases rapidly with age. 

There were no significant differences between the clinical 
and pathologic features of the condition in children and 
adults. There was a related history of trauma in 3 of the 
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5 cases, and physical findings varied from minimal limitation 
of back motion to severe spasm of the erector spinae muscles, 
reflex changes, and neurologic defects. 


In one patient multiple protrusions were present, midline 
at the fourth lumbar interspace and lateral at the lumbo- 
sacral interspace. In three patients the protrusions were at 
the fourth lumbar interspace, two being of the midline type. 
In the fifth case there was a midline protrusion at the lumbo- 
sacral interspace. The incidence of trauma, the physical find- 
ings, and the vertebral level of the protrusions roughly paral- 
leled those in adults. 


According td the authors operation should be resorted 
to only after a thorough trial of conservative therapy. Foliow- 
up examination and letters from 4 of those described indicated 
good results were obtained. 


CHRONIC PANCREATITIS—PATHOGENESIS 
AND CLINICAL FEATURES 


Study of Twenty-Eight Cases 


In spite of the relative frequency with which chronic 
relapsing pancreatitis occurs and long interest in the disease, 
the mechanisms of its pathogenesis are still in dispute. Find- 
ings following study of a group of 28 patients constituting 
56 admissions to a veterans’ hospital are presented by Arthur 


M. Phillips, M.D., in Archives of Internal Medicine, March, 
1954. 


In the 28 patients in the study alcohol was found to be 
a definite etiologic factor, 19 being chronic alcoholics. Fre- 
quently attacks of pancreatitis immediately followed intake of 
alcohol, and it was not unusual for periodic alcoholic bouts 
to coincide with the episodes of pancreatitis. As the disease 
progressed in length of time, smaller amounts of alcohol 
would bring on an attack. Only 5 of the patients denied 
alcoholic intake; 4 said they drank in moderation. Three of 
the 5 were severe psychoneurotics in whom anxiety symptoms 
predominated. There was evidence of biliary system disease 
in only 6 patients. 


Because the study was made in a veterans’ hospital 
patients under 20 years of age were excluded. Those in the 
study were between 27 and 74 years of age. The age group 
between 30 and 50 years included 71.5 per cent of the patients. 

Inflammatory reaction in the pancreas causes the most 
frequent symptoms of chronic pancreatitis, but disturbances 
in related organs may also cause symptoms. Symptoms before 
admission had lasted from 9 hours to 22 years. The primary 
symptoms of the acute attack were upper abdominal pain, 
nausea, vomiting, weight loss, and diarrhea, the severity 
varying in general with the severity of the attack. Weight 
loss occurred in 26 of 46 admissions. The nutritional status 
and general lack of obesity in chronic pancreatitis differ de- 
cidedly from those in primary cholecystic disease. The fre- 
quency of attacks was quite varied, but three to four a 
year occurred in most patients. If fever was present it was 
low grade; no temperature was higher than 102.4 F. 


Findings in laboratory tests of pancreatic function may 
range from no abnormality to severe acinar and/or islet-cell 
insufficiency with creatorrhea, steatorrhea, and glycosuria, 
which, in an acute attack, may be transient, mild, or severe. 


Hepatitis may occur and be manifested by liver function - 


abnormality which is usually transitory. Normal serum pro- 
tein levels occurred in all patients in whom determinations 
were made, with the exception of one determination which 
was made terminally. Jaundice occurred 7 times; mild anemia 
was present in 4 patients and severe anemia in 2. 


X-ray studies revealed calcification in the pancreatic 
region in 11, pressure defects in the stomach or small intestine 
from pancreatic cysts in 4, irregularity of the descending 
duodenum in 2, and a deformed duodenal cap in 2. Stones 
were demonstrated by cholecystography in 2; there was non- 
filling of the gallbladder in 4, which was temporary in 1, 
and, in another, a normal gallbladder was revealed at ex- 
ploration. It is known that in pancreatitis there may be 
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temporary failure to visualize the gallbladder by cholecys- 
tography. 


Complications of the pancreatic inflammatory process con- 
sisted of pseudocyst in 4, peripancreatic hematoma in 1, and 
1 small pancreatic abscess. 


Diagnosis was made by the presence in attacks of recur- 
ring abdominal pain and serum amylase elevation or evidence 
of pancreatic calcification, creatorrhea, or steatorrhea. Fre- 
quently the diagnosis had been overlooked, sometimes for 
several years. Diagnosis was made in 10 patients after 2 
to 25 years, and, in spite of repeated abdominal symptoms, 
a year had elapsed before diagnosis was made in 6 patient: 


Medical treatment consisted of managing the acute attack, 
replacement of deficient pancreatic secretions, and elimination 
of any known cause for other attacks. Operation is indicate’ 
for treatment of many of the complications of the inflam- 
matory process and relief of pain. Procedures, all of whic!) 
have been reported by some as beneficial in relieving recur 
rent attacks of pain, include thoracolumbar sympathectom) 
vagotomy, vagotomy with subtotal gastrectomy, sympathectom» 
plus vagotomy, sphincterotomy, and pancreatectomy. In thi: 
series sympathectomy was performed twice and there wa 
slight relief of pain, but the author does not consider th: 
results particularly beneficial. However, since both patient: 
were alcoholics, this may have a bearing in selecting futur 
cases. 


RADIOLOGICAL ESTIMATION OF PELVIC EXPANSION 


The question of whether the true bony pelvis undergoes 
significant expansion during pregnancy or labor is apparent) 
of greater importance than how much molding a head can 
undergo with safety. According to Arthur Weinberg, M.D., 
in The Journal of the American Medical Association, March 
6, 1954, significant pelvic expansion occurs in approximately 
one third of all pregnancies. 


X-ray pelvimetry was performed on 171 pregnant patients 
by the same technic 10 days before term in two or more 
pregnancies. The average increase in the greatest transverse 
diameter of the inlet was 3.4 mm. in 150 women who had 
x-rays taken at the end of their first two pregnancies. Thus 
the expansion is about 2.5 per cent of the average transverse 
diameter of 135 mm. The average increase in 43 women who 
were studied at the end of their second and third pregnancies 
was 2.5 mm. or about 2 per cent. Any change of 5 mm. or 
more was considered significant, and this occurred in 52 of 
the 150 women, or 34 per cent, who were studied in their 
first and second pregnancies, and in 9 of 43 cases, or 21 per 
cent, of those studied in their second and third pregnancies. 
Films were made of 23 patients at the end of their first, second, 
and third pregnancies, and 59 per cent showed greater expan- 
sion between the first two deliveries, and 32 per cent showed 
greater expansion between the second and third pregnancies. 
The amount of increase was the same in each delivery in 4 
per cent, and there was no change after any delivery in 4 
per cent. 


There was no significant or consistent change in the 
diameter of the true conjugate or the anteroposterior diameter 
of the inlet. 


The average increase in interspinous diameter was 3.7 
mm. in 144 women at the end of their first and second terms. 
The average increase between second and third deliveries was 
2.8 mm. The increase was more than 10 mm. in 10 per cent 
of the patients. The average interspinous diameter is 10.5 
cm., and, since the margin of clearance at this level is not 
nearly so great as that at the inlet, a 5 mm. or 10 mm. increase 
is significant. Of the 23 patients x-rayed in three successive 
pregnancies, the increase between the first and second preg- 
nancy was greater in 52 per cent, and -in 26 per cent the 
expansion was greater between the second and third preg- 
nancies. In 4 per cent the increase was the same in each 
delivery, and in 18 per cent there was no change. An increase 
in the interspinous diameter took place in 35 per cent after 
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both pregnancies, in 30 per cent after the first pregnancy only, 
in 18 per cent only after the second pregnancy, and in 17 per 
cent there was no increase after either pregnancy: 


In the midpelvis there was no definite increase in the 
anteroposterior diameter or its posterior sagittal compenent. 


An excessive or pathologic spread of the symphysis 
occurred in 4 of the 171 women, and in such cases coronal 
measurements are enlarged at all levels of the pelvis. The 
increase in the transverse diameter of the inlet was 6 to 9 
per cent, and that of the interspinous diameter of the mid- 
pelvis was from 3 to 8 per cent. 


The author’s conclusions from the study are that expan- 
sion occurs mostly during pregnancy but to some extent during 
labor and delivery. The only significant factor in determining 
if expansion will occur is that the incidence and degree of 
expansion were more pronounced in primiparas than in multi- 
paras. Expansion is permanent except in cases of pathologic 
symphyseal spread, and in these patients reduction of separa- 
tion and coronal contraction occur simultaneously in the late 
puerperium. Since the conditions for expansion are not con- 
stant, a trial of labor is suggested for both primiparas and 
multiparas if the dimensions at the inlet and midpelvis are 
within 5 to 10 per cent of eutocia levels. 


VISCERAL EPILEPSY 


Gastrointestinal, genitourinary, and  cardiorespiratory 
symptoms which may be diagnosed as localized visceral disease 
or as a psychiatric condition may occur as presenting com- 
plaints in patients with epileptic disorders. Donald W. Mulder, 
M.D., and his coworkers report on visceral symptoms of 100 
patients in Archives of Internal Medicine, April, 1954. 


The symptoms in these patients occurred either as an 
aura to the attack of epilepsy or as the attack itself. Diagnosis 
of convulsive disorder was confirmed by observing an induced 
or spontaneous attack, from electroencephalographic findings, 
or from the history. The patients were from 11 to 67 years 
of age; 45 were female, and 55 were male. Duration of the 
paroxysmal symptoms was from 4 months to 29 years. All 
patients were examined neurologically, and electroencephalog- 
raphy was performed on 98. In addition, angiograms, pneumo- 
encephalograms, or ventriculograms were made if necessary. 


There was evidence in 83 patients of a focal cerebral 
lesion which served as a source of abnormal electric dis- 
charge and appeared to be the cause of the attacks. In 75 
patients the focus was in one temporal lobe, in 5 in was in 
the anterior parasagittal region, and in 1 each it occurred 
in the frontal, occipital, and parietal lobe. Brain tumors were 
present in 32 patients. Electroencephalograms were normal 
for 14 of the 98 patients for whom they were made. Focal 
abnormalities were found in the temporal regions of 67 
patients. There was abnormality in both temporal lobes in 
10 patients. Fifty patients reported generalized convulsions 
which in some instances always followed the visceral symp- 
toms; 46 patients described paroxysmal psychopathologic phe- 
nomena associated with visceral disturbances. Hallucinations, 
automatisms, illusions, and mood and perception disturbances 
were included. There was considerable overlapping of visceral 
symptoms, and although the general pattern of attack remained 
the same in each patient, the initial symptom frequently varied. 
In general, the symptoms were classified as motor or sensory 
visceral phenomena. 


Gastrointestinal symptoms were described by 65 patients ; 
nausea, the most frequent symptom, was experienced by 38. 
Often nausea was the only symptom, but it also occurred 
with vomiting, belching, borborygmi, and, very occasionally, 
with involuntary defecation without loss of consciousness. 
Abdominal discomfort, which was usually paroxysmal and 
lasted about 1 minute, was described by 31 patients. Although 
some patients reported “abdominal” pain, it was usually of a 
high epigastric type, frequently being accompanied by vaso- 
motor dysfunction and pulse rate disturbances. 
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Cardiorespiratory symptoms were experienced by 50 
patients; included were hyperventilation, palpitation, thoracic 
distress, tachycardia, bradycardia, and thoracic pain. Patients 
rarely describe vasomotor phenomena, but relatives frequently 
report their occurrence. 


Tnvolvement of the genitourinary system was suggested 
from symptoms described by 5 patients. Urinary incontinence 
occurs frequently in generalized seizures and rarely paroxys- 
mally as a major manifestation of a minor seizure. In 3 
patients incontinence unassociated with unconsciousness oc- 
curred as a major portion of the attack. Urinary incontinence 
as a major portion of the attack may be confused with 
psychogenic incontinence. Patients rarely describe paroxysmal 
genital symptoms, and such a history is difficult to obtain. 


A paroxysmal sensation which usually began in the 
episgastrium and rose rapidly to the throat until unconscious- 
ness occurred was described by 17 patients. The authors 
propose the term “rising visceral sensations” for these symp- 
toms instead of the present term, “rising epigastric sensations,” 
since the sensation may begin in the lower extremities or 
genitalia as well as in the epigastrium. The feeling is one 
of freezing, prickling, or rising warmth and most frequently 
is associated with generalized seizures. 


If the physician is familiar with the syndrome of visceral 
epilepsy and obtains an adequate history, diagnosis is rarely 
difficult. The paroxysmal occurrence, unrelatedness to patho- 
logic changes in the viscera, and association with other 
symptoms and findings suggestive of cerebral disease should 
alert him to the possibility of the diagnosis. 


TUBERCULOSIS OF THE SPINE 


An End-Result Study of the Effects of the Spine-Fusion 
Operation in a Large Number of Patients 
That spine fusion is a safe and effective means of obtain- 
ing long-standing clinical and roentgenographic subsidence 
of spinal tuberculosis in a great percentage of patients is 
shown by a long-term follow-up of patients operated on at 
the New York Orthopaedic Hospital over a 36-year period. 
Halford Hallock, M.D., and James B. Jones, M.D., have 
analyzed the results of spine-fusion operations performed on 
1,009 patients between 1911 and 1947 and present their findings 
in The Journal of Bone and Joint Surgery, April, 1954. 


Except for elimination of patients with active pulmonary 
disease, there was no selection of cases for operation, pro- 
vided there were no general contraindications for surgical 
procedures. 


After a mean follow-up time of 5 years, 74.7 per cent 
of 210 patients operated on between 1911 and 1915 were con- 
sidered cured of spinal tuberculosis. After a follow-up period 
of 7 to 13 years of 286 patients operated on between 1915 
and 1920, 70.7 per cent were cured. (Results could not be 
obtained in 30 cases.) A study was reported in 1940 of 817 
patients who had been operated upon between 1911 and 1930. 
Of these, good results were obtained in 64 per cent of 584 
patients who had been followed for at least 5 years or who 
were known to have died. Excellent results were obtained in 
72 per cent of children under 10 years and in 53 per cent of 
the group over 11 years of age. 


Between 1931 and 1947, spinal fusion was performed on 
192 patients; 100 of these were followed for 5 or more years, 
53 for less than 5 years, and 39 died. There were 103 females 
and 89 males. In contrast to 56 per cent of patients in the 
1911 to 1930 series who were under 10 years of age, only 
30 per cent of the latest group were less than 10 years. The 
average age was 25 years; the youngest patient was 15 months 
old, and the oldest 70 years. Analysis of therapy and of 
postoperative developments in these 192 patients follows: 


Operation consisted of a routine Hibbs-type spine fusion ; 
extra bone was used when needed. The fusion area included 
one or two normal vertebrae above and below the diseased 
vertebrae. Usually the operation was a one-stage procedure; 
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occasionally it was done in two stages and rarely in three. 
None of the patients received specific antibiotic therapy for 
tuberculosis except a few who, after 1947, received strepto- 
mycin for persistent sinuses or other evidence of tuberculosis. 

Postoperatively, the usual general measures were utilized. 
A Taylor brace or some other type brace was used, and, 
in specific cases, some patients were immobilized in plaster 
body jackets. Generally, adults remained in bed for 3 months 
and children for 6 months. 

There were few complications; three pyogenic wound in- 
fections occurred, and tuberculous sinuses developed through 
the operative scar jn four patients. Two deaths occurred in 
the immediate postoperative period. 

Twenty-six patients required additional spine-fusion op- 
erations; the original operation had not included enough ver- 
tebrae in 16 patients, and in 10 there was a second focus of 
the disease. 

Pseudarthrosis occurred in 50 patients; 32 required re- 
fusion operations, 11 required two refusion operations, and 
1 required three. Twelve patients had multiple pseudarthroses 
—10 had two pseudarthroses, 1 had three, and 1 had five. 

Eight patients had complete preoperative paraplegia; 4 
patients developed paraplegia within 2 months of operation, 
and 11 developed late postoperative paraplegia. Paraplegia 
usually was the result of spinal cord compression by tuber- 
culous granulation tissue or extradural cold abscesses. 

Thirty-nine patients are known to be dead; 36 died of 
some form of tuberculosis or a related complication. Of 
these 39 patients, 10 had solid fusions and the spinal tuber- 
culosis seemed to be arrested in 4, was probably arrested in 
1, and appeared to be subsiding in 5. Although the number 
of females exceeded the males in the series, two thirds of 
the deaths were in males. Only 4 deaths occurred in patients 
who were less than 10 years of age at the time of operation. 


Of the 100 patients followed for 5 or more years for 
an average of 11.4 years, the time ranged from 5 to 22 years 
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from operation. The disease was arrested in 95 of the patients 
and 5 are classified as still having active disease. There was 
persistent failure of fusion in 14, 3 of whom still had active 
disease. Paraplegia persisted in 4 patients, but the disease 
had been arrested in 2. 


It was impossible to make roentgenographic studies of all 
patients followed, but complete roentgenograms were available 
for 79 of the 100 patients who were followed for more than 
5 years. By comparing the original with the follow-up film 
it was found that deformity was far greater in children with 
spinal tuberculosis, and it also was greater in those patients 
in whom the thoracic spine was the site of the disease. 


Although there has been some question about the effects 
of spine fusion on growth in children, the normal vertebral 
bodies included in the area develop normally and grow to 
nearly the same size as the bodies outside the arthrodesis 
area. A tendency to lordosis may occur and this is desirable, 
particularly if it occurs in the thoracic and thoracolumbar 
areas. The fused area increases in length to a variable degree. 
Loss of motion of the spine in the area of fusion was not a 
handicap in any of the patients. 


Of the 817 patients operated on between 1911 and 1930, 
116 were re-examined or known to have died between 1940 
and 1953. The average age of those patients at operation 
was 11 years, and the average time of the end-result examina- 
tion was 22 years, varying from 11 to 41 years. The clinical 
condition was good, and there was roentgenographic evidence 
of complete subsidence of the spinal disease in 103 patients. 


In a discussion of the paper, Dr. David M. Bosworth 
states that he believes the fusion should always be reinforced 
by extra bone and that bed rest of 1 year for children and 
adults has given much better results. He also feels that the 
extent of fusion should not be related to destroyed vertebral 
segments but rather to extent of abscess and presence of 
mottled shadows in vertebral bodies outside the obvious area 
of destruction. 


NASAL SINUSES. An Anatomic and Clinical Consideration. By 
O. E. Van Alyea, M.D., Associate Clinical Professor, Department of 
Laryngology, Rhinology, and Otology, University of Illinois College of 
Medicine, Chicago. Ed. 2. Cloth. Pp. 327, with illustrations. Price 
$9.00. The Williams & Wilkins Co., Mt. Royal & Guilford Aves., Balti- 
more, 1951. 


Medical texts are destined to so short a life that the review 
of one 3 years old demands justification. The manual here re- 
viewed was not submitted to THE JourNat for consideration 
at the time of its publication, but when the discovery of its 
distinctive qualities was made, though late, the publishers 
courteously made a review copy available. 


This reviewer cannot speak with authority in the field of 
rhinolaryngology. The definitive evaluation of a text on a 
specialty of medicine belongs to specialists in that field. A 
merit of this volume, however, is that it can be of unusual 
value to the general physician who, despite the number of nose 
and throat specialists, sees many patients with an acute rhinitis 
or acute simple pharyngitis who are on their way to acute 
sinusitis, so often a derivative of these two afflictions. And 
improperly treated or uncontrolled acute infections of the para- 
nasal sinuses, occurring and recurring in attenuated forms, 
lead to chronic sinusitis, a sequel which often leaves fire in 
the ashes, even if it is subjected to judicious treatment and an 
optimum response is secured. 


The general practitioner, therefore, must become aware of 
the harmful potentialities inherent in simple conditions and be 
able to judge when he has reached the limits of his skill. A 
perennial problem of medical care is how to make sure that a 
patient will be benefited by his encounters with the doctor. 


Book Notices 


This is possible only if the doctor knows the basic principles 
upon which good medical care is based, be he general practi- 
tioner or specialist. 


The preface to the first edition of “Nasal Sinuses” stated 
that the text grew out of the author’s anatomic studies and 
clinical observations; the preface to the second edition advises 
that its changes were dictated by the progress made in nasal 
physiology in the intervening decade and out of an appreciation 
of the role of allergy in nasal and sinus conditions. An 
anatomic and physiologic approach to sinus pathology has re- 
sulted in the author’s emphasis upon the concept that the 
function of the nose and throat mechanism is determined by its 
structure and that a pathologic alteration of anatomic struc- 
ture, gross or microscopic, is the determinant of the specific 
disease reaction in any given case. This is no new or radical 


idea, but it is one too often given only lip service. 


The author briefly re-examines the standard technics of 
sinus treatment of the past 25 years, testing their validity by 
whether or not they are consistent with the known facts of 
structure and function. 


Therapeutic measures, surgical as well as nonsurgical, 
employed by the general physician or the specialist should meet 
the test of a rationale imposed by a knowledge of structure 
and function. The mere presence of diseased tissue is not suffi- 
cient basis for its removal with the resultant radical alteration 
of structure. Much nasal and sinus surgery—especially in the 
past—involved the destruction of a specialized mucosa and its 
inevitable replacement, as the author points out, by one less 
resistant to disease. As in disease conditions elsewhere in the 
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body, a reversal of what appears to be a hopeless process is 
a possibility, but removal, which merely destroys, does not 
necessarily offer a promise of disease eradication. 

The author properly questions the numerous cures of 
sinus disease reported in radiologic literature. Certainly roent- 
gen therapy should be based upon the same anatomic principle 
that should govern all forms of treatment of nasal and sinus 
involvement—the effect that this therapy can have upon the 
involved structure and its function. Therefore, if roentgen 
therapy is to be employed in sinus conditions it should be pre- 
scribed after consultation between the rhinologist and the 
radiologist and on the basis of the problem of the individual 
patient. To “give a shot of x-ray” is to prostitute a relatively 
new and as yet inadequately explored field in medicine. Like 
radical surgery, roentgen therapy can be destructive of tissue, 
hence capable of severely altering function. 

The author emphatically stresses the role of allergy in 
diseases of the nose and sinuses. The diagnosis and treatment 
of cases of nasal allergy depend upon the fundamental princi- 
ples of clinical allergy, but not without reckoning with the 
exact relationship which structure and function of the parts 
involved bear to the allergic reaction. As is true of the radi- 
ologist, the allergist who attempts to assume full management 
of sinusitis cases will extend himself beyond his sphere of 
specific knowledge, experience, and judgment. Allergy of the 
nose and sinuses is a problem of primary importance, and it is 
compounded by the site of its manifestation, where altered 
structure is so directly and intimately related to altered func- 
tion. 

Thirty pages of the manual are devoted to allergy, dis- 
cussing briefly the background material necessary to an under- 
standing of its role in histopathology of the upper respiratory 
tract. However, the book would have been rendered more use- 
ful to the men for whom it was primarily intended had the 
section devoted to specific therapy been more adequately de- 
veloped. The author advocates the low-dosage (high dilution) 
technic of Hansel without giving sufficient information to 
guide the uninformed. Too many physicians venturing into 
this field either do not have available the Hansel text or do not 
possess the reading skills necessary to use such a reference 
work properly. 

The author’s approach to the use of chemotherapy and the 
antibiotics is conservative, especially antibiotics, which are 
credited by some writers with having revolutionized ear, nose, 
and throat practice within less than a decade. Just now the 
antibiotics are in high fashion, but it seems probable that they, 
like the sulfonamides, will assume their rightful place in this 
specialty field, as in others. 

For the general practitioner, forced by geographic loca- 
tion to see all conditions involving the nasal sinuses, this text 
seems to this reviewer the best available. Its careful study 
will secure for him the desideratum mentioned earlier in this 
discussion—to make him relatively safe to handle the simpler 
problems that come within this specialty field of medicine and 
to recognize when they go beyond his skill and experience. 

Such a general practitioner most likely will turn for help 
to the type of consultant who would find this manual on dis- 
eases of the nasal sinuses most helpful—the physician forced 
to “specialize” in the entire ear, nose, and throat field. He, 
and not the general practitioner, should be sufficiently skilled 
to cope with a fundamental problem of sinus pathology—to 
facilitate adequate drainage of involved sinuses. 

The author’s philosophy of treatment and his simplified 
technics—by means of especially designed cannulas for entering 
and irrigating the nasal accessory sinuses—merit careful study 
and, insofar as possible, mastery. 

Diseases of the ear, nose, and throat, excepting only gen- 
eral surgery, constitute the oldest specialty of osteopathic 
medicine. The 1954 annual meeting of the Osteopathic College 
of Ophthalmology and Otorhinolaryngology in Detroit, July 7, 
will be its thirty-ninth. Certain members will welcome the 
prestige which a known authority and a text give to principles 
they have long held and attempted to put into practice. Younger 
members need to be reminded that conservatism and a critical 
approach in practice guard the essential purpose of medicine— 
to save and not to destroy. 
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YOU AND YOUR SKIN. By Norman R. Goldsmith, M.D., 
Dermatologist St. Joseph’s Hospital, Lancaster, Pennsylvania; Diplomate 
American Board of Dermatology and Syphilology; Formerly Bacteriolo- 
gist Pittsburgh Skin and Cancer Foundation; Formerly A. A. Surgeon 
Dermatoses Investigations Section, U. S. Public Health Service. Cloth. 
Pp. 148, with illustrations. Price $3.75. Charles C Thomas, Publisher, 
301-327 East Lawrence Ave., Springfield, Ill., 1954. 


This book is written for patients. It does the rather diffi- 
cult job of explaining their problems to them in their own 
language. The explanations are very practical and without the 
usual hysteria characterizing so much of the medical material 
appearing in lay publications which must have headlines which 
will promote their sale. 


A general and not-too-complicated explanation of the 
anatomy and physiology of the skin precedes discussion of 
more specific subjects. The entire field of dermatology is 
covered. The section on mycotic infections is very well done. 
The section on bacterial infections refers to streptococcic 
infections under the heading “Strings of Blue Beads,” and to 
tularemia under “Rabbit Bites Man.” Undoubtedly such an 
approach makes the book more interesting for the nonpro- 
fessional reader. 


Some attention is paid to the particular parts of the body. 
The chapter on nail disorders is headed “Your Claws,” which 
after all is very literal. The book concludes with the fallacies 
of self-treatment and the recommendation that patients with 
skin disorders see a dermatologist. 


We would recommend this book for patients of average 
intelligence ; they would find it factual and informative without 
being made authorities on skin disorders. It would probably 
be appreciated in the waiting room of the man in general 
practice. However, patients might find it so interesting they 
would walk off with it, necessitating replacement from time 
to time. 


A. P. Uxsricn, B.S., D.O. 
D. Korrince, B.S., D.O. 


PSYCHOSOMATIC APPROACH TO GYNECOLOGY AND OB- 
STETRICS. By Fritz Wengraf, M.D., Adjunct Neuropsychiatrist, Beth 
Israel Hospital, New York, New York. Cloth. Pp. 346. Price $6.75. 
Charles C Thomas, Publisher, 301-327 East Lawrence Ave., Springfield, 
Ill., 1953. 


If “psychosomatic medicine,” so called, results in further 
perpetuation of the divisibility and segmentation already pres- 
ent in the practice of medicine, it will belie the basic principles 
out of which it arose. The author of this text aptly recog- 
nizes psychosomatic medicine as the application and utilization 
of the technics intuitively practiced for decades by the skillful 
family physician. The author views his book, therefore, as a 
supplement to texts on gynecology and obstetrics. He has 
applied his knowledge of neuropsychiatry to the common prob- 
lems of the gynecologic and obstetric fields without dragging in 
so much of the jargon of psychoanalysis that general practi- 
tioners and specialists alike become bewildered and discouraged 
in the application of the newer precision technics to the every- 
day problems of practice in the two fields with which the text 
deals. 


The volume is divided into five parts including a general 
discussion of the meaning of functional disorders; minor 
gynecology in which functional dysmenorrhea assumes a ra- 
tional position as a symptom complex of neurotic character ; 
operative gynecology; obstetrics; and a closing section on 
psychotherapeutics. 


The section on obstetrics is especially valuable since the 
author has developed quite fully the technics of educated 
(natural) childbirth. Careful study of this chapter will give 
the general practitioner—or the obstetrician unacquanted with 
this latest development of obstetrics—the fundamentals of a 
“reform” in obstetric practice gathering momentum from the 
protests of young mothers who are refusing full and heavy 
sedation throughout labor. 


The physician who will give this text careful reading will 
be rewarded. Knowing little of the tremendous understanding 
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NEW AND NONOFFICIAL REMEDIES. Issued under the direc- 
tion and supervision of The Council on Pharmacy and Chemistry, 


American Medical Association. Cloth. Pp. 623. Price $2.65. J. B. 
Lippincott Company, East Washington Sq., Philadelphia 5, 1953. 


In these days“when scientific discoveries are reported so 
fully in the press and when physicians are inundated with 
pharmaceutical announcements which tempt many to accept 
the judgment of the manufacturer, it is, indeed, redeeming 
to the medical profession to know that such an authoritative 
guide as “New and Nonofficial Remedies,” the annual review 
of the Council on Pharmacy and Chemistry of the American 
Medical Association, will list all acceptable drugs. This is a 
working book and is indispensable as a tool in the practice 
of internal medicine, for it has come to represent indirectly 
one of the finest contributions of American medicine to 
the public welfare. It is one entirely acceptable source to 
which the physician can turn for information on the action, 
usage, limitation, and dosage of drugs. It eliminates trial 
procedures as it gives excellent and explicit grounding advice 
on approved medications and lists drugs unaccepted or no 
longer acceptabie. 


Twenty-three chapters arranged alphabetically by topics 
consist of series of small and well-written monographs on 
various drugs, giving essential details for their use. These 
statements which include 35 new monographs this year are 
followed by a list of the pharmaceutical houses manufacturing 
any particular drug and the form in which they market it. 


This annual is a reassuring book to own. It serves as 


the underwriter to pharmaceutical advertising and facilitates 
the use of various preparations. 


PREGNANCY WASTAGE. Edited by Earl T. Engle. 
of a Conference Sponsored by the Committee on Human Reproduction, 


Proceedings 


in behalf of the National Committee on 
Cloth. Pp. 254, with illustrations. Price $8.50. 
Publisher, 301-327 East Lawrence Ave., Spring- 


National Research Council, 
Maternal Health, Inc. 
Charles C Thomas, 
field, Ill., 1953. 


This will not be a popular book, nor is it intended to be. 
It is the proceedings of a Conference held by the National 
Committee on Maternal Health, reproducing papers presented 
by 25 contributors. A discussion follows a few of the papers. 
Each of the men is an authority in his own field: biology, 
obstetrics, pathology, and pediatrics. The scope of the volume 
is best summarized by its title, “Pregnancy Wastage,” which 
is defined in the introduction as “the total post-conceptional 
reproductive deficit,” or it may be described as “the loss of 
products of conception at any stage after the union of the 
two pronuclei in the fertilized ovum.” The text itself should 
be one of great interest to the serious student of obstetrics, 
ie., the specialist in that field. A brief survey of the material 
presented suggests that the great challenges to medicine are 
by no means exhausted; in fact, thus far, medical scientists 
and medical practitioners—hence medicine itself—have achieved 
success, to the degree that it has been won, in the realm of 
the obvious. Pregnancy waste involves a breadth of knowledge 
and information quite beyond the average practitioner. 


The book is made with the usual care exercised by this 
publisher; it is attractive in every detail, and the precision 
given to its manufacturing is consistent with the precise 
knowledge which has gone into its content. The references 


are ample. There is no index, as is usual for symposia of 
this type, but that does not imply that indices would not be 
useful to the reader. 
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which modern psychology and psychiatry have brought to the 
problem of everyday medicine, he will find himself a much 
more informed person, and a much better doctor. 


Journal A.O.A, 
June, 1954 


RESUSCITATION OF THE NEWBORN. By Joseph D. Russ, 
D., F.A.A.P., Assitant Professor of Pediatrics, Tulane University 
School of Medicine; Senior Pediatrician, Touro Infirmary, New Or. 
leans, Louisiana. Paper. Pp. 55, with illustrations. Price $2.50 
Charles C Thomas, Publisher, 301-327 East Lawrence Ave., Springfield, 
1953. 


This tiny book (forty-four pages without the bibliography) 
is a mine of basic information—quite literally—about life and 
death, and exactly how to combat the latter at a moment when 
the respiratory tide may become an ebb before it ever reaches 
flood. This reviewer must again commend the publisher for 
making available these little monographs of the American 
Lecture Series, not only to American physicians but also to 
those of the British Commonwealth of Nations, because he has 
found so many of them of great worth in comparison to a 
volume of average format. Their great value, aside from the 
authentic and thoroughly practical information they contain, 
should be their appeal to the busy physician who only occa 
sionally may have a part of an evening to give to his profes- 
sional reading. The majority of these monographs can be read 
at a sitting. 


The entire problem of resuscitation is one of primary 
import to the doctor from points of view as widely variant as 
those of religious, humanistic, and humanitarian commitments 
to those of legal responsibility. And of the very greatest im- 
portance is the physician’s duty to prevent neonatal asphyxia, or 
to combat it after it is established. One will find in no other 
piece of medical literature information on the resuscitation of 
the newborn more succinctly and practically presented. Would 
that a way might be found to place on the conscience of every 
physician just the knowledge that is contained in these forty or 
more pages. And for the careful student there is an excellent 
bibliography, entirely up to date. 


CLASSICS IN CLINICAL DERMATOLOGY. With Biographical 
Sketches. By Walter B. Shelley, M.D., Ph.D., Chief, Clinic of Dermatol- 
ogy, University of Pennsylvania Hospital; Associate Professor of Derma- 
tology and Syphilology, University of Pennsylvania; and John T. Cris- 
sey, M.D., Instructor, Dermatology and Syphilology, University of 
Pennsylvania. Cloth. Pp. 467, with illustrations. Price $10.50. Charles 
C Thomas, 301-327 E. Lawrence Ave., Springfield, Ill., 1953. 


This book deals with the history of dermatology, but its 
approach is a new one in dermatology. It is made up of 
original descriptions of skin diseases and biographical notes 
on the discoverers, beginning with Robert Willan, born in 
1757. It was he who “conceived and perfected a classification 
of cutaneous disease based on the morphology of the essential 
lesion.” From the work of Willan, it progresses to that of 
other dermatologists of note. Original papers, if not in Eng- 
lish, have been carefully translated. Examples are: Thomas 
Addison's account of xanthoma and morphea; Ferdinand von 
Hebra’s report of erythema multiforme, lichen scrofulosorum, 
prurigo, pityriasis rubra, et cetera; and Duhring’s description 
of dermatitis herpetiformis, which would fit into the modern 
textbook. 


An unusual feature of the book is that it recognizes that 
it is not necessary to be a dead dermatologist to be a good 
one. Some of the great living physicians, such as Marion B. 
Sulzberger, Francis E. Senear, and Barney Usher, are 


admitted. 


A grant from the Rockefeller Foundation in 1948 has 
made possible this compilation of original papers under one 
cover. It is interesting to note the heavy contribution of 
foreign physicians, largely German and French. Some skin 
disorders were so vividly and accurately described originally 
that improvement seems unlikely. Modern textbooks on der- 
matology still carry the same descriptive terminology used in 
some excerpts. 


Beside the factual information it encompasses, the book 
is interestingly written and would make for a_well-spent 
evening of relaxation in reading. 


A. P. Uxsricn, B.S., D.O. 
D. Koprince, B.S., D.O. 
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Adding zest in later years 


Eating should be for health, naturally —but it should 
also be for pleasure, especially with your elderly pa- 
tients. Besides Gerber’s wholesome variety of Strained 
and Junior (Chopped ) Foods, there’s Gerber’s “Special 
Diet Recipes” booklet to add enjoyment. 

You can encourage your patients to follow your 
recommendations for Bland, Soft, Mechanically Soft, 
Liquid, or Low-Residue Diets through Gerber’s tempt- 
ing recipes—and add interest to their meals 
as well. 


For your free copies of “Special 
Diet Recipes,” write on your letter- 
head to Dept. 376-7, Fremont, Mich. 


Gerber’s 


4 CEREALS «+ 60 STRAINED & JUNIOR MEATS, 
VEGETABLES, FRUITS, DESSERTS 


i 
Special Duct 
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AROUND about the first part of July you will miss 
a familiar face, Your Vitaminerals Distributor has 
gone fishing. 

Not after rainbow trout or deep sea bass. No 
he’s gone fishing for ideas. He will be looking for 
ideas to help you in your practice, to add to the 
sum of knowledge in the ever changing field of 
nutrition. 

Periodically this occurs here at Vitaminerals 
when all our distributors meet here in convention. 
Ideas are exchanged, laboratory tests are demon- 


strated, the latest developments in nutritional aids 
are expounded by many leading authorities and 
discussed and analyzed. 

Our distributors return to their territories— 
your territory, Doctor—with the newest, most up- 
to-date information on the subject of nutritional 
supplementation and techniques available. 

And in between these conventions here, periodic 
key meetings are held throughout all territories to 
keep our distributors informed on the last word in 
nutritional supplementation so that they may be 
even better equipped to serve you. 


ITAMINERALS INC. 


Glendale 1, California 
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“But Doctor, how can I eat without salt?-” 


Many doctors and nutritionists report that the 
real problem of the low-sodium diet centers 
around the unpalatability of the patient’s menu. 
The most frequent complaint is that unsalted 
foods taste flat, insipid. 

The use of fresh lemon juice is proving of 
genuine benefit to many thousands on low- 
sodium diets. Patients find that a squeeze of 
lemon added at the table transforms tasteless, 
unsalted foods into tempting, appetizing ones. 
The sharp tang and aromatic flavor of fresh 
lemon juice compensate for the absence of salt. 

Fresh lemon juice has a very favorable ratio 


“The Low Sodium Cook Book—Special Sunkist Edition,” 
by Alma Smith Payne and Dorothy Callahan, research 
dietitian, Massachusetts General Hospital, with 
introduction by Francis L. Chamberlain, M.D., M.Sc.D. 


The cook book has 480 pages and contains hundreds 
of recipes. It is the most authoritative book of its kind. 
Available now at the special price of only $1.25 
(regular edition $4.00). You are invited to write 

for copies in quantity. 


of sodium to potassium. It is virtually sodium- 
free (approx. 1 mg. per 100 cc.) and is relatively 
high in potassium (130 mg. per 100 cc.). 

In weight-reducing diets, when salt restric- 
tion is advisable, seasoning with fresh lemon 
juice adds zest and flavor to low-calorie foods. 

Suggest that a dish of lemon wedges be 
placed on the table every meal. 


Sunkist fresh lemons 


Sunkist Growers 
Section M-9306, Terminal Annex 
los A 9 54, 4 


Please send me postpaid _____ copies of The Low 
Sodium Cook Book. | enclose $______ (Send $1.25 


for each copy ordered.) 
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Hot weather skin irritation? 
Use AMMENS for quick relief 


NET weeny 


. 
fi 


The large starch granules, evenly dispersed in a sea of talc, 
provide a maximum surface area for the absorption of 
irritating moisture. Macerated crevices are protected and 
healing is promoted. 

But Ammens is more than a soothing powder. Zinc oxide, 
boric acid and oxyquinolin are carefully blended with the 
starch and talc. These medicaments provide a barrier which 
helps protect irritated areas against bacterial invasion. 
Growth of bacteria is discouraged. 


Use and recommend Ammens Medicated Powder when- 
ever your patient presents a skin irritated by chafing or 
other mechanical trauma, or when the skin is excoriated by 
moisture. It soothes, aids healing. Its faintly medicinal odor 
makes it especially suitable for professional recommendation. 


BRISTOL-MYERS COMPANY + 19 WEST 50 STREET + NEW YORK 20, N. Y. 
DISTRIBUTOR FOR CHARLES AMMEN CO. + ALEXANDRIA, LOUISIANA 
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RIASOL makes you feel like a champion when 
the skin patches of psoriasis quickly fade away and 
disappear. As compared with 164% remissions by 
other methods, RIASOL gave successful results in 
76% of a series of cases. 


Roughly speaking, RIASOL does the job in three 
cases out of four, as compared with an average of 
one case in six for other treatments. 


You can get a good score in psoriasis by treating 
every case with RIASOL. Now is the best time to 
start, because exposure to summer sunlight is 


beneficial. 


In a period of weeks in most cases, the ugly skin 
lesions of psoriasis began to fade in a series of cases 
treated with RIASOL. With this result, your patient 
will consent to wear an abbreviated bathing suit and 
get the combined benefits of RIASOL and direct 
sunlight. 


RIASOL contains 0.45% mercury chemically com- 
bined with soaps, 0.5% phenol and 0.75% cresol in 
a washable, non-staining, odorless vehicle. 

Apply daily after a mild soap bath and thorough 
drying. A thin invisible, economical film suffices. No 
bandages required. After one week, adjust to pa- 
tient’s progress. 


Ethically promoted RIASOL is supplied in 4 and 
8 fid. oz. bottles at pharmacies or direct. 


TEST RIASOL 
YOURSELF 


MAIL COUPON TODAY— 


After Use of RIASOL 


SHIELD LABORATORIES 
12850 Mansfield Ave., Detroit 27, Mich. 


Please send me professional literature and generous clinical package of RIASOL. 


JAOA 6-54 


for 


Before Use of RIASOL 
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*TWO-FOLD SERVICE— 
To The Profession 


- Professional Foods continue to do their honest best to predicate 
the needs of the Osteopathic profession in correcting basic and 
fundamental 


NUTRITIONAL TROUBLES 


*Since the troubles arise largely in the 
CHRONIC PATIENT, we have 
planned our products to aid the doctor 
of this patient. 


*We offer a complete and basic evalua- 
tion for the CHRONIC PATIENT at 
a considerable financial savings in order 
that treatment for the CHRONIC 


PATIENT can be directed properly 
from the start. 


Pp RO F E > S | O N A L Write for added information. 
FOO D S 219 First St. S.W., Cedar Rapids, lowa 


THE ONLY COUNCIL 
NEE ACCEPTED ACTH GEL. 
_ More economical than ever! 
New Price Reduction! 


LABOR ATORIES 
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\ 


3: rapid onset action 


nfo: 4 ‘tothe rigid 


before you prescribe | 
modern criteria of good digitalis therapy 
frequent dosage readjustment unnecessary 
} @ virtual freedom from gastric upset 
7 
Consult your Physicians’ Desk Reference for dosage information. 
af (Division of E. Fougera & Co., Inc.) 


Call 
X-ray 


for 
equipment 


for 
accessories 


and supplies 


— 


for 
service 
everywhere 


Kelley-Koett 
the oldest name in X-ray (JUDY 
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201-6 WEST FOURTH STREET, COVINGTON, KENTUCKY 
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The next time you need anything in X-ray, think 
first of Keleket and you'll find out why, to leading 
radiologists and hospitals, “the oldest name in 
X-ray” is also the most honored name in the 
profession. 


The continuing radiologists’ preference 
for Keleket X-ray equipment is graph- 
ically illustrated by the fact that you find 
Keleket equipment in the oldest as well 
as today’s newest hospitals and clinics. 


.From the smallest portable unit to 
multi-million volt therapy generator, 
Keleket X-ray equipment is specifically 
designed and constantly improved to 


offer utmost safety and facilities to 
patient and radiologist. 


From exposure, through processing, to 


final filing, everything you need for 
any X-ray procedure is available (and 
promptly, too) from Keleket. This single, 


dependable source saves you time, 


eliminates confusion, assures you the 


latest and best in every type of accessory 
and supply. 


Ready, willing and extremely able, 


Keleket Servic maintain your X-ray 


equipment at peak operating efficiency 
at all times. Factory trained to standards 
matching the traditional high quality 


of Keleket equipment, these men at 


all times provide long experience plus 


a genuine desire to serve. 


KELEKET X-RAY CORPORATION 


EXPORT SALES: Keleket International Corp., 660 First Ave., New York 16, N. Y 


| ‘ 
} 
\ 
f 
Loe 
= 
| 


ournal A.O.A. 
une, 1954 


Conventions and 
Meetings 


Announcements 


American Osteopathic Association, 
Fifty - Eighth Annual Convention, 
Royal York and King Edward Hotels, 
Toronto, Canada, July 12-16, inclu- 
sive. Program Chairman, Campbell 
A. Ward, 51 Cass Ave., Mt. Clemens, 
Mich. 


American College of Osteopathic In- 
ternists, annual meeting, Philadelphia, 
October 7-10. Sacretary, Glennard E. 
Lahrson, 460 Staten Ave., Oakland 10, 
Calif. 

American College of Osteopathic Obste- 
tricians and Gynecologists, annual 
meeting, Jacksonville, Fla., February 
7-10. Secretary, Harold K. Morgan, 
3268 W. 32nd Ave., Denver 11. 

American College of Osteopathic Sur- 
geons, annual meeting, Hotel Baker, 
Dallas, Tex., October 31-November 4. 
Administrative Secretary, Mrs. O. F. 
Martin, Box 474, Coral Gables 34, Fla. 
Program Chairman, J. Donald Sheets, 
12561 Third Ave., Highland Park 3, 
Mich. 

American Osteopathic Academy of Or- 
thopedics, annual meeting, Hotel Bak- 
er, Dallas, Tex., October 31-November 
4. Secretary, J. Paul Leonard, 2673 
W. Grand Blvd., Detroit 8. Program 
Chairman, Walter R. Garard, 809 S. 
Hobart Blvd., Los Angeles 5. 

American Osteopathic College of Anes- 
thesiologists, annual meeting, Hotel 
Baker, Dallas, Tex., October 31-No- 
vember 4. Secretary, Crawford M. 
Esterline, Box 155, Kirksville, Mo. 
Program Chairman, Armin L. Kar- 
bach, 316 N. Center, Arlington, Tex. 

American Osteopathic College of Ra- 
diology, annual meeting, Hotel Baker, 
Dallas, Tex., October 31-November 4. 
Secretary, H. Miles Snyder, Art 
Centre Hospital, 5435 Woodward Ave., 
Detroit 2. Program Chairman, John 
H. Pulker, Flint Osteopathic Hospital, 
416 W. Fourth Ave., Flint 4, Mich. 

American Osteopathic Hospital Associa- 
tion, annual meeting, Hotel Baker, 
Dallas, Tex., October 31-November 4. 
Executive Secretary, Mr. Robert P. 
Chapman, 1011 Kahl Bldg., 326 Third 
St., Davenport, Iowa. 

Colorado: See Rocky Mountain Osteo- 
pathic Conference. 

Hawaii, annual meeting, Honolulu, Oc- 
tober 25-27. Secretary, Joseph W. 
Stella, 38 Young Hotel Bldg., Hono- 
lulu 9. Program Chairman, C. W. 
Wyman, 417 National Bldg., Honolulu 
13. 

Kentucky, annual meeting, Brown Hotel, 
Louisville, September 29-30. Secretary, 
Harold D. Benteen, 2048 Winchester 
Ave. Ashland. Program Chairman, 
Martha Garnett, 417 Fincastle Bldg., 
Louisville 2. 


Maine, annual meeting, Hotel Samoset, 


Just Another 
Sedative-Hypnotic 
but 


A NEW Concept in 
Sedation 


Write for Samples, 
See for yourself the: 
e rapid onset of action 


e refreshing sleep 
e absence of side-effects 


PEEXONAL® 
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*D. H. E. 45 (Dihydroergotamine) enhances 
action of barbiturates and scopolamine, which 
act in concert. 

Synergism affords optimal sedative effect with 

minimal doses. 

Each tablet contains: 

Sodium diethylbarbiturace 

Sodium phenylethylbarbiturate 

Sodium isoburylallylbarbivurate 

(Sandoptal) 

Scopolamine hydrobromide 

Dihydroergotamine 
methanesulfonate 


45.0 mg. 
15.0 mg. 


25.0 mg 
0.08 mg: 


0.16 mg. 


SEDATIVE-HYPNOTIC 


PHARMACEUTICALS 


OF CHEMICEL INE 


Rockland, June 17-19. Executive Sec- 
retary, Roswell P. Bates, 72 Main St., 
Orono. Program Chairman, Edward 
G. Drew, 166 Silver St., Waterville. 

Michigan, annual meeting. Civic Audi- 
torium, Grand Rapids, October 4-6. 
Secretary, P. Ralph Morehouse, 214 S. 
Superior St., Albion. Program Chair- 
man, B. F. Dickinson, 222 E. Sixth 
St., Royal Oak. 

Missouri, annual meeting, Hotel Colonial 
and Kentwood Arms Hotel, Spring- 
field, October 13-15. Executive Secre- 
tary, Mr. Paul D. Adams, 325 E. Mc- 
Carty St., Jefferson City. Program 
Chairman, L. R. Morgan, 3014 S. 
Main St., Joplin. 

New York, annual meeting, Hotel Syra- 
cuse, Syracuse, October 15-16. Secre- 


tary, Robert E. Cole, 417 S. Main St., 
Geneva. Program Chairman, Allen S. 
Prescott, 800 Keith Theatre Bldg., 
Syracuse 2; co-chairman, Francis J. 
Beall, Jr., 1429 James St., Syracuse 6. 

North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 21-23. 
Secretary, S. Dales Foster, 710 Public 
Service Bldg. Asheville. Program 
Chairman, Elizabeth E. Smith, 18 Wall 
St., Asheville. 

Northwest Osteopathic Convention, an- 
nual meeting, Chinook Hotel, Yakima, 
Wash., June 21-23. Program Chair- 
man, Wilbert B. Saunders, 4730 Uni- 
versity Way, Seattle 5, Wash. 

Oklahoma, annual meeting, Biltmore Ho- 
tel, Oklahoma City, November 8-10. 
Executive Secretary, Mr. Walter L. 
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prescription 
the year ’round 


to accelerate 


healing 


on request 


2. Heimer, C. B., Grayzel, H 
| 3. Bei Behrman, H. T., Combe: 
| 4. Turell, R.: New York St. J. M. ‘50:2282, 1950. 


the pioneer external cod liver oil therapy 


New impressive studies’ again confirm the clinical value** 
of Desitin Ointment to protect, soothe, facilitate healthy 
granulation, and speed healing even in stubborn skin con- 
ditions often resistant to other therapy. 


4w wounds « burns « ulcers 
| diaper rash e intertrigo 


non-specific dermatoses perianal dermatitis 


Protective, soothing, healing, Desitin Ointment is a non-irritating, 

non-sensitizing blend of high grade Norwegian cod liver oil (with 

its unsaturated fatty acids and high potency vitamins A and D in 

proper ratio for maximum efficacy), zinc oxide, talcum, petrolatum, 

and lanolin. Desitin Ointment does not liquefy at body temperature 
and is not decomposed or washed away by secretions, exudate, 
urine or excrements. Dressings easily applied and painlessly re- 
moved. Tubes of 1 0z., 2 oz., 4 oz., and 1 Ib. jars. 


samples andreprint’’ DESITIN cuemicaL COMPANY 


70 Ship Street, Providence 2, R. I. 
j Grayzel, B., and Grayzel, R. W.: New York St. J. M. 53:2233, pe. 

and Kramer; B.: Archives of Pediatrics 68:382, 1 

s, F. C., Bobroff, A., and Leviticus, R.: ind. Med. eae vie: :512, 1949. 


diabetic 
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Washington : 
Convention. 

Western States Osteopathic Society of 
Proctology, annual meeting, Shamrock 
Hotel, Houston, Tex., October 4-6. 
Secretary, E. F. Walters, 925 E. South 
Temple St., Salt Lake City 2. 

See Utah. 


See Northwest Osteopathic 


Wyoming: 


State and National Boards 


ALABAMA 

Examinations June 23-25, State Capitol, 
Montgomery. Applications must be filed 
by June 22. Address D. G. Gill, M.D., 
secretary, Board of Medical Examiners, 
537 Dexter Ave., Montgomery 4. 


ARIZONA 

Those interested in professional ex- 

aminations should contact Russell Peter- 

son, D.O., secretary, Board of Registra- 

tion and Examination in Medicine and 

Surgery, 2747 East McDowell Road, 
Phoenix. 


CALIFORNIA 
Vincent P. Carroll, Laguna Beach, has 
been elected president of the Board of 
Osteopathic Examiners for 1954, and 
Eugene C. Darnall, Berkeley, has been 
elected vice president. 


COLORADO 
Basic science examinations in Septem- 


ber. Address Esther B. Starks, D.O., 
secretary, Basic Science Board, 1459 Og- 
den St., Denver 18. 

CONNECTICUT 


Examinations July 13-14. Applications 
must be filed by June 29. Address Frank 
Poglitsch, D.O., secretary, Osteopathic 
Examining Board, 300 Main St., New 
Britain. 


DELAWARE 

Examinations July 13-15. 

seph S. McDaniel, M.D., 
Dover. 


Address Jo- 
229 S. State St., 


Gray, 210-212 Braniff Bldg., Oklahoma 
City. Program Chairman, Fred Green, 
Alva Osteopathic Hospital, 619 Center 
St., Alva. 
Oregon: See Northwest 
Convention. 


Osteopathic College of Ophthalmology 
and Otorhinolaryngology, annual meet- 
ing, Hotel Statler, Detroit, July 7-9. 
Executive Secretary, Mr. William S. 
Konold, 50 E. Broad St., Columbus, 
Ohio. Program Chairman, C. P. 
Harth, 616 S. Main St., Tulsa 3, Okla. 

Pennsylvania, annual meeting, Penn Har- 
ris Hotel, Harrisburg, September 24- 
26. Executive Secretary, Mr. George 

W. Thomas, 510 N. Third St., Harris- 

burg. Program Chairman, Harry E. 


Osteopathic 


Binder, 7247 Charles St., 
Philadelphia 35. 


Rocky Mountain Osteopathic Confer- 
ence, midyear meeting, Broadmoor Ho- 
tel, Colorado Springs, Colo., Novem- 
ber 12-14. Secretary, C. Robert Starks, 
1459 Ogden St., Denver 18. 

Utah and Wyoming, joint annual meet- 
ing, Logan, Utah, June 26-27. Secre- 
tary, Utah Society of Osteopathic 
Physicians and Surgeons, Alice E. 
Houghton, 600 Zion’s Savings Bank 
Bldg., Salt Lake City 1. Secretary, 
Wyoming Association of Osteopathic 
Physicians and Surgeons, G. A. Rouls- 
ton, 2823 Central St., Cheyenne. Pro- 
gram Chairman, Wilford G. Hale, 506 

W. 2nd South, Logan, Utah. 


Mayfair, 


IOWA 
Basic science examinations July 13. 
Applications must be filed before the date 
of examination. Address Ben H. Peter- 
son, Ph.D., secretary, Board of Basic 


Science Examiners, Coe College, Cedar 
Rapids. 


MARYLAND 
Examinations in June. Address Chris- 
topher L. Ginn, D.O., secretary, Board of 
Osteopathic Examiners, 419 N. Charles 
St., Baltimore 1. 


MASSACHUSETTS 
Examinations July 13. Address Rob- 
ert C. Cochrane, M.D., secretary, Board 
of Registration in Medicine, Room 33, 
State House, Boston. 33. 


MONTANA 
Examinations in September. 
Asa Willard, D.O., secretary, 


Address 
Board of 
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Osteopathic Examiners, Wilma Bldg., 
Missoula. 


NEBRASKA 
R. H. Cowger, Hastings, has been ap- 
pointed to the Osteopathic Board of Ex- | 
aminers. 


NEVADA | 

Basic science examinations July o. Ad- 

dress Donald G. Cooney, Ph.D., secre- 

tary, Board of Examiners in the Basic 

Sciences, Box 9005, University Station, 
Reno. 


NEW HAMPSHIRE 
Examinations September 8-9 at Con- 
cord. Address John S. Wheeler, M.D., 
secretary, Board of Registration in Medi- 
cine, State House, Concord. 


NEW MEXICO 

Basic science examinations July 18. 
Address Mrs. Marguerite Cantrell, secre- 
tary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 


NORTH CAROLINA 
Examinations July 2-3 at Raleigh. Ap- 
plications must be filed by June 20. Lib- 
eral reciprocity. Address F. R. Heine, 
).0., secretary, Board of Osteopathic 
Examination and_ Registration, 926 
Southeastern Bldg., Greensboro. 


NORTH DAKOTA 
Examinations July 10-11. Applications 
must be filed by June 15. Address G. L. 
Hamilton, D.O., secretary, Board of Os- 
teopathic Examiners, 119 Main St., 
South, Minot. 


OKLAHOMA 

G. R. Thomas, Oklahoma City, has 
been appointed to the Board of Osteop- 
athy for a term expiring in April, 1957. 


OREGON 

Professional examinations July 8-9 at 
Portland. Reciprocity hearings July 9-10. 
Address Wilmot C. Foster, M.D., execu- 
tive secretary, Board of Medical Ex- 
aminers, 609 Failing Bldg., Portland 4. 

Basic science examinations September 
11. Address Mr. John R. Richards, sec- 
retary, State Board of Higher Educa- 
tion, Eugene. 


RHODE ISLAND 


Professional examinations July 1-2. 
Address Mr. Thomas B. Casey, Adminis- | 
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NOW: for Adults and Children! 


(for adults) 


PEDIATRIC 


First, under tongue for 


quick asthma relief 


from aludrine (Isopropyl arterenol) HCl in coating 


Then, swallow tablet for 


prolonged asthma control 


from theophylline, ephedrine, phenobarbital, contained in tablet coré 


NEPHENALIN, the “relay-action” tablet combining two widely pre- 
scribed, complementary anti-asthmatics, is now available in two 
potencies: the familiar square, purple tablet for adults, and the 
smaller square, red tablet for children. Since a single NEPHENALIN 
tablet provides quick asthma relief, thereby often replacing the neb- 
ulizer, and since relief lasts about four hours, many asthmatic 
patients will find it the most convenient and efficient anti-asth- 
matic they have ever used. Bottles of 20 and 100 tablets. 


Thos. Leeming bo Ine. 155 East 44th St., New York 17. 


trator of Professional Regulation, 366 
State Office Bldg., Providence. 

Basic science examinations August 31. 
Address Mr. Casey. 


SOUTH CAROLINA 


Examinations June 15 at Columbia. 
Address Nancy Hoselton, D.O., president, 
Board of Osteopathic Examiners, 1711 
Gervais St., Columbia 1. 


SOUTH DAKOTA 
Examinations July 20-21 at Sioux 
Falls. Address Mr. John C. Foster, ex- 
ecutive secretary, Board of Medical and 
Osteopathic Examiners, Room 300, First 
National Bank Bldg., Sioux Falls. 


TENNESSEE 
Examinations July 21 at Hotel Hermi- 


tage, Nashville. Applications must be 
filed 15 days prior to examination. Ad- 
dress M. E. Coy, D.O., secretary, Board 
of Examination and Registration for 
Osteopathic Physicians, 1226 Highland, 
Jackson. 


TEXAS 
Examinations June 21-23, Texas Hotel, 
Fort Worth. Address M. H. Crabb, 


M.D., secretary, Board of Medical Ex- 
aminers, 1714 Medical Arts Building, 
Fort Worth 2. 


WASHINGTON 
Professional examinations July 12-14 
at Seattle. Basic science examinations 
July 7-8, also at Seattle. Applications 


must be filed at least 15 days prior to 
examination. Address Mr. Edward C. 
Dohm, secretary, Professional Division, 
Department of Licenses, Olympia. 


WEST VIRGINIA 


Examinations June 28-29, Shenandoah 
Hotel, Martinsburg. Applications must 
be filed 10 days prior to the meeting. Ad- 
dress W. S. Irvin, D.O., secretary, Board 
of Osteopathy, 202 Broadway, Berkeley 
Springs. 


WISCONSIN 
Examinations July 13-15 at Milwaukee. 
Address Alvin G. Koehler, M.D., secre- 
tary, Board of Medical Examiners, 46 
Washington Blvd., Oshkosh. 
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“The final authority” in cardiac arrhythmias* is essen- 


tial in distinguishing the three most common forms of 


arrhythmia: sinus arrhythmia, premature systoles and 


auricular fibrillation. 


THE 


DIRECT- RECORDING 
ELECTROCARDIOGRAPH 


THE BURDICK 


MILTON, 


—gives a clear, accurate 
and immediate record. 
Compact and portable, 
ready for instant use in 
your office or at the 


bedside. 


*The Med. Clin. of North American 
(Jan.) 1952, p. 93. 


CORPORATION 


WISCONSIN 
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of Osteopathic Examiners, Ringo Bldg., 
119 S. Main St., Minot. 

July 1—Oklahoma, $2,00. Address Ivan 
E. Penquite, D.O., secretary, Board of 
Osteopathy, 202 Clayton Bldg., Sapulpa. 

July 1—West Virginia, $2.00. Address 
W. S. Irvin, D.O., secretary, Board of 
Osteopathy, 202 Broadway, Berkeley 
Springs. 

Within 60 days after July 1—Indiana, 
$5.00 for residents, $10.00 for nonresi- 
dents. Address C. B. Blakeslee, D.O., 
secretary, Board of Medical Registration 
and Examination, 1000 Kahn Bldg, In- 
dianapolis. 

September 1—Ohio, $2.00. Address H. 
M. Platter, M.D., secretary, State Medi- 
cal Board, Wyandotte Bldg., Columbus 
15. 

September—Nebraska, $2.00. Address 
Mr. Husted K. Watson, director, Bureau 
of Examining Boards, State Department 
of Health, Lincoln 9. 


EXAMINATION BY NATIONAL BOARD 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken, must be in the secretary's 
office by the November 1 or April 1 pre- 
ceding the examination. 


Examinations in Part I consist of 
anatomy, including histology and embry- 
ology; physiology; physiological chemis- 
try; general pathology ; and bacteriology, 
including parasitology and immunology. 


Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
obstetrics and gynecology; pediatrics; 
neurology and psychiatry; public health, 


REREGISTRATION OF OSTEOPATHIC 
LICENSES 


During June—Hawaii, $5.00 for resi- 
dents, $2.00 for nonresidents. Address 
Frank O. Gladding, D.O., secretary, 
Board of Osteopathic Examiners, 504 
Kauikeolani Bldg., Honolulu 13. 

Before June 30—Delaware, $20.00. Ad- 
dress Joseph S. McDaniel, M.D., secre- 
tary, Board of Medical Examiners, 229 
S. State St., Dover. 

June 30—Virginia, $1.00. Address K. 
D. Graves, M.D., secretary, Board of 
Medical Examiners, 631 First St., S.W., 
Roanoke. 

July 1—Idaho, $10.00. Address Mr. 
Britt Nedry, director, Occupational Li- 


cense Bureau, Dept. of Law Enforce- 
ment, Room 354, State House, Boise. 

July 1—Kansas, $5,00. Address For- 
rest H. Kendall, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, 4201%4 Pennsylvania, Holton. 

July 1—Michigan, $5.00. Address P. 
Ralph Morehouse, D.O., assistant secre- 
tary, Board of Osteopathic Registration 
and Examination, 214 S. Superior St., 
Albion. 

July 1—New Mexico, $5.00. Address 
H. E. Donovan, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Donovan Osteopathic Hospital, 
Raton. 

July 1—North Dakota, $3.00. Address 
G. L. Hamilton, D.O., secretary, Board 


including hygiene; medical jurispru- 
dence; osteopathic principles, therapeu- 
tics, including pharmacology and materia. 


Part III is an oral and practical ex- 
amination given in Philadelphia, Chicago, 
Kirksville, and Los Angeles under the 
supervision of a chief examiner who is 
a member of the Board and by a panel 
of associate examiners. Subjects covered 
in Part III are anatomy; physiology; 
pathology; osteopathic principles, thera- 
peutics, and pharmacology; surgery; 
ophthalmology and otorhinolaryngology ; 
obstetrics and gynecology; physical and 
clinical diagnosis; public health and com- 
municable diseases. 


These are oral examinations which the 
candidate may take after having satis- 
factorily completed the first 6 months of 
a l-year internship in a hospital ap- 
proved by the American Osteopathic As- 
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sociation for intern training. Part III is 
given annually at the above-named col- 
leges. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory com- 
pletion of Part I and of the first two 
quarters or trimesters of the senior year 
in an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1-year intern- 
ship approved by the American Osteo- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to July, 1950. 

Application must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2, In- 
diana. 


RECORD LOW MORTALITY IN 1953* 

Despite an outbreak of influenza in 
the early months of the year and a-se- 
vere heat wave in late summer, record 
low mortality was experience in 1953 by 
the Industrial policyholders of the Met- 
ropolitan Life Insurance Company. Vir- 
tually every age group showed a lower 
death rate than in 1952. It thus appears 
that American wage-earners and their 
families enjoyed exceptionally favorable 
health conditions in 1953, benefiting from 
the continued improvement in medical 
and public health services, the fruits of 
research in these fields, and our high 
standard of living. 


COMPARISON WITH PREVIOUS YEARS 


The death rate in 1953 for all ages 
combined was 6.5 per 1,000 policyholders, 
or the same as in the preceding two 
years, even though the proportion of in- 
sured at the older ages had increased. If 
the age distribution of the Industrial pol- 
icyholders had remained the same as in 
1952, the death rate in 1953 would have 
been 6.3 per 1,000, or lower than that in 
any previous year. 

Compared with 1911, the 1953 death 
rate (6.5 per 1,000) showed an improve- 
ment of nearly 50 percent. Had the 
death rates by age experienced in 1911 
continued to prevail in 1953, there would 
have been 304,000 deaths among the In- 
dustrial policyholders last year instead 
of the 119,185 actually reported. Thus, 
about 185,000 deaths have been postponed 
in 1953 as a result of the decline in 
mortality since 1911. 


MORTALITY BY SEX AND AGE 

At every age group but one, white 
male and white female policyholders re- 
corded a lower death rate in 1953 than 
in 1952; the one exception was white 
boys in the age group 5-9, where the in- 
crease was slight. 

The long-term reduction in mortality 
has been truly remarkable, particularly at 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, January, 1954. 
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Of two patients with poison ivy... 


one aggravates the dermatitis 
venenata by vicious scratching: 
the result: excoriation and 
infectious eczematoid dermatitis. 


the other is not disturbed by 
itching. The dermatitis venenata 

is permitted to clear rapidly 

and without annoying complications. 


Calmitol makes the difference: 


Nonsensitizing and free of the dangers 
of “rebound dermatosis,” Calmitol is 
“preferred” by physicians for its safe 
and prolonged antipruritic action. 


CALMITOL 


the non-sensitizing antipruritic 
1" oz. tubes and 1 |b. jars 


1. Lubowe, I. New York State J. Med. 50:1743, 1950, 


Shei. Leeming g¢ Ca Ine 155 East 44th Street, New York 17, N. Y. 


the younger ages. Compared with 1911- 
1915, the death rate in 1953 represented a 
drop of at least 85 percent among white 
females at every age group under 35 
years; although the improvement de- 
creased progressively with advance in 
age, it still amounted to more than 50 
percent at ages 65-74. While the record 
for males has not been quite as remark- 
able, it still shows outstanding progress. 
MAJOR CAUSES OF DEATH 

The death rate from the cardiovascu- 
lar-renal diseases among the Industrial 
policyholders was 335.3 per 100,000 in 
1953, or practically the same as in 1952 
(340.5 per 100,000). Deaths from ar- 
teriosclerotic and degenerative heart dis- 
ease—which category includes diseases of 
the coronary arteries — accounted for 
about 55 percent of all the deaths from 


the cardiovascular-renal conditions. While 
the death rate from the arteriosclerotic 
and degenerative heart diseases increased 
slightly during 1953, all the other major 
subdivisions of the cardiovascular-renal 
diseases recorded lower death rates than 
in the year before. 

The death rate from the malignant 
neoplasms (cancer and allied conditions) 
was practically the same in 1953 as in 
1952. However, the death rate from can- 
cer of the respiratory system increased 
from 14.2 to 15.5 per 100,000. 

Diabetes, another important degenera- 
tive disease, also recorded an increase in 
death rate, from 14.4 per 100,000 in 1952 
to 15.6 in 1953. 


COMMUNICABLE DISEASES 
Tuberculosis mortality continued its 
long-term downward trend. After a drop 


of 23 percent in the death rate from this 
cause between 1951 and 1952, there was 
a further drop of 25 percent from 1952 
to 1953. Last year’s rate of 10.4 per 
100,000 policyholders was only half that 
recorded three years earlier. 

Because of the outbreak of influenza 
in the early months of the year, the 1953 
death rate from pneumonia and influenza 
combined was somewhat higher than that 
in 1952. Actually, the death rate from 
influenza increased from 1.9 to 2.6 per 
100,000, while that from pneumonia de- 
creased slightly. 

Mortality from the four principal com- 
municable diseases of childhood—measles, 
scarlet fever, whooping cough, and diph- 
theria—continued downward to a new 
low of .3 per 100,000. These diseases, 
now almost negligible as causes of death, 
constituted a serious menace to child life 
less than two generations ago. 

Acute poliomyelitis recorded a death 
rate of 1.0 per 100,000 policyholders in 
1953, one third less than that in 1952. 
Nearly 36,000 cases of the disease were 
reported in the general population last 
year, a decrease of 36 percent from the 
all-time high of 1952. Steady progress 
in poliomyelitis research gives hope that 
the disease will eventually be controlled. 
Last year widespread use was made of 
gamma globulin to provide temporary 
protection to children in epidemic areas 
in the United States. The results have 
not yet been completely evaluated, but 
they are expected to confirm the findings 
of the trials in 1951—namely, that the 
method is effective in reducing both the 
incidence and severity of the disease. 
Even more significant is the development 
of a vaccine which promises to give per- 
manent protection. Large-scale produc- 
tion of the vaccine is under way and it 
is planned in the spring to vaccinate from 
500,000 to 1,000,000 school children in 
the second grade in_ selected areas 

throughout the United States. 


MATERNITY 


MORTALITY 


While the number of births in our 
country reached a record high in 1953, 
the mortality from pregnancy and child- 
birth dropped to a new low. The death 
rate among the insured last year, 1.3 per 
100,000 policyholders, was little more 
than half the figure for 1948 and only 
one fifteenth that for 1911. 

In the general population of the Unit- 
ed States, the maternal mortality last 
year was less than 6 per 10,000 live 
births. In other words, there was only 
1 maternal death for every 1,800 births, 
whereas only five years earlier the ratio 
was 1 death in about 950 births, and ten 
years ago 1 in about 450. 


EXTERNAL CAUSES OF DEATH 
The mortality from accidents (all 
forms) in 1953 was little different from 
that the year before. The slight decrease 
in motor vehicle fatalities is noteworthy 
because it occurred despite an increase 
both in the number of motor vehicles 
registered and in the mileage traveled. 

Suicides and homicides also declined. 
As a result of the cessation of hostili- 
ties in Korea, the death rate from enemy 
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NOW! 


New, Stable Sedative-Hypnotic- sr 
Antinauseant. 
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The first satesfactory 


affords chloral hypnosis 
without gastric irritation.” 


action declined from 2.9 per 100,000 in 
1952 to 2.0 in 1953. 


EXPECTATION OF LIFE 

The average length of life (the expec- 
tation of life at birth) among the Indus- 
trial policyholders increased one half year 
in 1953, reaching an all-time high of 69.0 
years—only one year short of the Biblical 
three score and ten. Ten years have been 
added to the average length of life in 
the past two decades and about 22% 
years since 1911-1912. The improvement 
has been more rapid for the Industrial 
policyholders than for the general popu- 
lation of the United States. In 1911-1912 
the average length of life among these 
insured was about 6% years less than 
that for the population as a whole; at 
present the two are on a par. 


OUTLOOK FOR THE FUTURE 

Further progress in life conservation 
may be expected in the years to come. 
The death rate from tuberculosis will 
undoubtedly cantinue to decline. A num- 
ber of other infectious diseases as well 
will take a decreasing toll of life as addi- 
tional advances are made in methods of 
prevention and treatment. The prospects 
are good that the mortality from surgical 
conditions will be reduced further as 
operative techniques and pre- and post- 
operative care continued to improve. The 
broadest field for life conservation, how- 
ever, lies in the control of the cardio- 
vascular-renal diseases and cancer. These 
two groups of diseases together account- 
ed for fully 70 percent of all the deaths 
among the Industrial policyholders in 
1953. 
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replacement for Chloral 


and the barbiturates 


Now, FOR THE FIRST TIME, one of the safest and most reliable sedative- 
hypnotics is available for routine prescription use in a stable, con- 
venient formulation: CLorTRAN capsules chlorobutanol (Wampole). 

Beckman! remarks, “‘I think the profession would do well to use 
this drug more often in insomnia.” 

PREFERABLE TO THE BARBITURATES because it is not habit-forming and 
produces refreshing, “normal” sleep from which the patient can be 
easily and completely roused, CLortraN is also superior to chloral 
hydrate, since CLORTRAN does not upset the stomach.? 

CLorTRAN actually exerts a mildly carminative, soothing, spas- 
molytic influence on the gastric mucosa and muscularis. Thus, 
CLortRAn is specifically and directly beneficial in control of sea-, air-, 
and car-sickness, nausea and gastritis. Here at last, is a safe, well- 
tolerated, oral sedative-hypnotic (and antinauseant) that works uni- 
formly well. without “hangover,” gastric irritation, or habit-formation. 


disability was somewhat over 51 years; 


Dosage: SEDATIVE-ANTISPASMODIC, 0.25 Gm. 2 to 4 times daily. 
Nausea or Motion Sickness: 0.25 Gm., repeated in 30 minutes if nec- 
essary. Hypnosis: 0.5-1.0 Gm., % to 1 hour before retiring. Contra- 
indicated only in severe cardiac, hepatic or renal disease. 


CLORTRAN is supplied in golden-orange, soft gelatin capsules, 0.25 
m. (3% Gr.) Em., (7% Gr.); 


Gm. (3% Gr.) and 0.5 
bottles of 100. 


1. Beckman, H.: Treatment in General Practice (Saunders) 1948. 2. Rehfuss, M. E., Albrecht, 
F.K.,and Price, A. H.: Practical Therapeutics (Williams & Wilkins) 1948.3. Krantz, J. C.. & 
Carr, C. J.: The Pharmacologic Principles of Medical Practice (Williams & Wilkins) 1951. 


Sedative-Hypnotic-Antinauseant : Capsules Stable Chlorobutanol (Wampole) 


Wampole Laboratories 
Henry K. Wampole & Company, Inc., 440 Fairmount Ave., Philadelphia 23, Pa. 


SURVIVORSHIP AFTER RECOVERY 
FROM DISABILITY DUE TO HEART 
DISEASE* 

It is well established that the majority 
of victims of heart disease recover from 
their initial attack, but little information 
is available on the survivorship record 
ef those who recover. Of distinct inter- 
est in this connection is a recent study 
of the experience among white men in- 
sured as standard risks in the Metropoli- 
tan Life Insurance Company who be- 


*This article is based upon a paper, “What 
— to Men Disabled by Heart Disease,” 
by Dr. George P. Robb, Assistant Medical Di- 
rector, and ‘Herbert H. Marks, Metropolitan 
Life Insurance Company, presented at the 62d 
Annual Meeting of the Association of Life 
Insurance Medical Directors of America, New 
York City, October 15, 1953. Reprinted from 
Statistical Bulletin, Metropolitan Life Insur- 
ance Company, February, 1954. 


came disabled by heart disease but who 
subsequently recovered sufficiently to be 
considered able to return to work. The 
men under study had recovered from dis- 
ability during the period from 1925 to 
1949, and were traced to the 1952 anni- 
versary of their recovery. In general, 
the results show that those who are able 
to resume activities have a good chance 
to live for many years. 

This insurance study is based upon the 
records of 611 men, 537 of whom had 
been disabled by arteriosclerotic heart 
disease, 33 by hypertensive cardiovascu- 
lar disease, and 41 by valvular heart dis- 
ease. Of those with arteriosclerotic heart 
disease, 420 had experienced a coronary 
occlusion. For the men in the arterio- 
sclerotic and hypertensive groups, the 
median age at time of recovery from 
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for the valvular heart disease group, the 
median age was 46 years. 


In each group, more than 70 percent 
were surviving at the end of five years, 
and in all but the hypertensive group 
more than one half were still living at 
the end of 10 years. The best record was 
made by men in the arteriosclerotic group 
without a history of coronary occlusion. 
About 85 percent of them were living at 
the end of five years and 70 percent were 
still alive at the end of 10 years. Even 
in the group with a history of coronary 
occlusion, nearly 80 percent survived at 
least five years. The men with arterio- 
sclerotic heart disease had a somewhat 
better record of survivorship than those 
with valvular heart disease, even though 
their average age was appreciably higher. 
The experience on those with hyperten- 
sive heart disease was not very different 
from that on the men with valvular 
heart disease. 


An appreciable number of the records 
for men with arteriosclerotic heart dis- 
ease contained data on blood pressure 
findings during the period of disability. 
Analysis of the experience among these 
men indicated that hypertension had an 
adverse effect on their longevity. Thus, 
in men with a history of coronary occlu- 
sion and high blood pressure, the propor- 
tion surviving at least five years was 72 
percent, as against 80 percent in those 
without hypertension. At the end of the 
10th year, the proportions surviving were 
33 percent and 57 percent, respectively. 
The experience in cases without coronary 
occlusion was too small to yield signifi- 
cant results. 


The relation of age at recovery to sur- 
vivorship was also investigated. In the 
group with coronary occlusion, the sur- 
vivorship record through the fourth year 
after recovery from disability was as 
good for those at ages 50 and over at 
time of recovery as for those in the age 
group 40 to 49. However, at the end of 
10 years, the older men fared appreciably 
better, with a survivorship rate of 59 
percent, compared with 42 percent in the 
younger group. Among those without a 
history of coronary occlusion, the record 
was about the same in the two age 
groups up to the 6th year, after which 
the younger men had the higher survivor- 
ship rate. 


As might be expected, men who re- 
cover from disability due to heart disease 
have a death rate markedly higher than 
the average for persons insured at stand- 
ard premium rates. The best record, rela- 
tively, is found among men with arterio- 
sclerotic heart disease but without coro- 
nary occlusion. For this group mortality 
was about 2% times that among standard 
insured lives, compared with nearly four 
times among cases with a history of oc- 
clusion, and nearly 8 times among those 
with valvular heart disease. The older 
men had a more favorable experience 
than the younger men. Thus, in the 
group with arteriosclerotic heart disease 
but without coronary occlusion, the mor- 
tality among those at ages 50 and over 
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constipation 

with attendant symptoms 
of biliary dysfunction 

(as so often is the case) 
you will find 

appropriate therapy in 
Zilatone tablets 


TABLETS 


zilatone 


for biliary constipation 


BILE. SALTS ...to improve 
biliary function 

MILD LAXATIVES ...to relieve 
constipation 

DIGESTANTS ...to combat 
dyspeptic distress 


Available at all pharmacies 
in boxes of 20, 40, and 80 

tablets; 
500 and 1000 


Generous trial samples to 
physicians on request 


Drew Pharmacal Co., Inc. 
1450 Broadway, New York 18, N. Y. 
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also in bottles of 


was a little more than twice that among 
standard insured lives, whereas at ages 
40 to 49 the ratio was approximately 4 
to 1. In cases with a history of coronary 
occlusion, these ratios were about 2% 
and 9 to 1, respectively. 

Most deaths in this study were due to 
heart disease. This condition accounted 
for 5 out of every 6 deaths among the 
arteriosclerotic and hypertensive cases as 
a whole. Coronary occlusion was spe- 
cifically reported as the cause in about 
three fifths of all the fatalities in the 
group; other vascular and renal condi- 
tions and malignant neoplasms account- 
ed for most of the remaining deaths 
where the cause was known. In the 


valvular heart group, heart disease was 
recorded as the cause of death in nearly 
80 percent of the cases; in a little over 


one third of the total, death was attribut- 
ed to valvular heart disease. 


The results of this study indicate that 
resumption of activity by persons with 
heart disease is often practicable. The 
survivorship record of the men, while be- 
low average, is hopeful when account is 
taken of the fact that they had been 
seriously disabled for extended periods 
of time, thus representing cases of more 
than average severity. A prime obstacle 
to the rehabilitation of cardiacs is their 
fear that work will be hazardous for 
them. Actually, under good medical su- 
pervision a large proportion of patients 
with heart disease can resume work and 
activity suited to their physical capacity 
and, by so doing, benefit both physically 
and psychologically. 


Journal A.O.A. 
June, 1954 


BARBITURATE AND OTHER 
ACCIDENTAL POISONINGS* 


Acute accidental poisoning by drugs 
or other substances accounts for more 
than 1,500 deaths annually in the United 
States. The death rate from this cause— 
about 1 per 100,000 population — has 
changed little in recent years, although 
there has been a decrease in the number 
of deaths from arsenic, lye, mercuric 
compounds, strychnine, and other poison- 
ous substances. Offsetting this improve- 
ment has been an increase in fatalities 
attributed to barbituric acid and its de- 
rivatives. In 1950, there were somewhat 
over 400 deaths reported in the general 
population of the United States as due 
to accidental barbiturate poisoning, about 
14 times the number a decade earlier. 


A similar rise in the mortality from 
barbiturate poisoning has been noted 
among the Industrial policyholders of the 
Metropolitan Life Insurance Company. 
Thus, in 1950-1952 barbiturates were re- 
sponsible for 30 percent of all the deaths 
from accidental poisoning among these 
insured. With few exceptions, the vic- 
tims of barbiturate poisoning were 
adults, those in their 30’s and 40’s con- 
tributing a large share of the total. 
Women outnumbered men, the ratio in 
the aggregate being 2 to 1. 

A variety of other drugs and medicines 
accounted for an additional one quarter 
of the deaths from accidental poisoning 
in recent years. The fatalities in this 
group were due in good part to the 
salicylates—such as oil of wintergreen 
and aspirin—and to morphine and other 
opium derivatives ; some deaths were also 
attribued to belladonna, mercuric com- 
pounds, strychnine, and antihistamine 
pills. Almost all the fatalities from 
salicylate poisoning were among children 
of preschool age, whereas those who 
succumbed to other drugs were mainly 
adults. 


Young children accounted for almost 
all the victims of lead and kerosene 
poisoning. In most instances, fatal lead 
poisoning apparently resulted from the 
ingestion of paint containing lead chewed 
off old or renovated surfaces. The rela- 
tively high proportion of deaths among 
very young children from insecticides 
and other poisonous compounds results 
from their tendency to put into their 
mouths practically everything they can 
reach. 

Alcohol, ranking second only to the 
barbiturates as a cause of accidental 
poisoning, was responsible for one fifth 
of all the deaths in this study. For the 
most part, these fatalities were attributed 
to wood and denatured alcohol. 

Mortality from accidental poisoning is 
at a maximum among preschool chil- 
dren, drops to a minimum at the school 
and young adult ages, and then rises to a 
secondary peak in middle life. At each 
age period, accidental poisoning takes a 
greater toll among males than among fe- 
males. 


*Reprinted from Statistical Bulletin, Metro- 
Life Insurance 


pany, February, 
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The loss of life from accidental poison- 
ing can be materially reduced. Much 
can be accomplished by such simple ex- 
pedients as keeping drugs and medicines 
in properly marked containers, by stor- 
ing insecticides and disinfectants away 
from food or other edibles, and by keep- 
ing poisonous substances out of the 
reach of young children. The barbitu- 
rates present a more difficult problem. 
Greater efforts should be made to ac- 
quaint the general public with the dan- 
gers inherent in the careless use of such 
drugs. Further restrictions on the sale 
of the barbiturates would also tend to 
reduce the death toll from this cause. 


MATERNITY MORTALITY CAN BE 
LOWERED* 


There has been marked progress in re- 
ducing the hazards incidental to child- 
hearing. In one decade, from 1940 to 
1950, the maternal mortality rate in the 
United States decreased by three fourths 
-from 34 per 10,000 live births to 8; 
since then, the rate has fallen further, 
to about 6 per 10,000. All the child- 
bearing ages have shared in these reduc- 
tions. Although the early twenties con- 
tinue to be the most favorable ages for 
childbearing, maternity is generally. safer 
now for women in their late 30’s than it 
was for women in their early 20’s about 
a decade ago. 


These rewarding achievements in life 
conservation may be attributed to a 
variety of factors. Both mothers and 
babies have benefited by the great in- 
crease in the proportion of confinements 
in hospitals. In 1940 about 55 percent 
of the births in the United States were 
in hospitals; by 1950 the proportion rose 
to 88 percent. At the same time more 
and more women have been educated to 
seek adequate prenatal care early in 
pregnancy, thereby benefiting from guid- 
ance in diet and from treatment of 
abnormal conditions. A greater num- 
ber of physicians are specializing in 
obstetrics and, in addition, general prac- 
titioners are receiving more and better 
training in this field. Of particular im- 
portance have been notable advances in 
the control of infection through chemo- 
therapy and the antibiotics, in the meth- 
ods of blood replacement, and in ob- 
stetrical techniques generally. 


While outstanding progress has been 
made in safeguarding childbearing, there 
is still room for further improvement. 
Maternal mortality rates are much higher 
in some areas of the country than in 
others. In general, the rates are highest 
in the South and the Southwest, and 
lowest in the North and the Far West. 
In 1949-1950, maternal mortality in Mis- 
sissippi—23.5 per 10,000 live births—was 


*Reprinted from Statistical Bulletin, Metro- 
oT Life Insurance Company, February, 
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10 times that in Utah. Maternal deaths 
in excess of 15 per 10,000 live births 
were recorded in Alabama, Georgia, Ar- 
kansas, South Carolina, and Florida. The 
less favorable experience of these States 
reflects, in part, the relatively high ma- 
ternal mortality rates among nonwhite 
women, but the rates among white wom- 
en in these areas are also among the 
highest in the country. 

On a nationwide basis nonwhite wom- 
en have experienced a maternal mortality 
rate 34 times that among white women; 
in 1950 the rates were 22.2 and 6.1 per 
10,000 live births, respectively. Although 
nonwhite women contribute less than 15 
percent of the births annually, they ac- 
count for more than 35 percent of the 
maternal deaths in our country. Even 
though the proportion of hospitalized 


births has increased greatly among non- 
white women, more than one quarter of 
the births among such women were de- 
livered by midwives in 1950; in the 
South the proportion was much higher. 


Surveys made in various States by 
medical societies and other professional 
groups provide clear evidence that there 
are still many preventable deaths asso- 
ciated with childbearing. In Minnesota, 
for example, which has one of the best 
records in the country, a Statewide study 
showed that one third of the maternal 
deaths in 1951 were considered prevent- 
able.t In States with less favorable rec- 
ords the proportion of unnecessary 
deaths is undoubtedly higher. 

tRosenfield, A. B., “Minnesota Maternal 


Mortality Surveys,” American Journal of Pub- 
lic Health, January 1953, page 56 ff. 
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Borcherat 


MALT SOUP 


Extract* 


A gentle laxative modifier of milk. One or two table- 
spoonfuls in the day's formula—or in water for breast 
fed babies—produce a marked change in the stool. 


SAVES DOCTOR'S TIME, TOO! 

fee Fewer phone calls from anxious mothers. Malt Soup 
Pi pons apn tare Extract is merely added to the formula. Prompt results. 
unten aatentate, tos, and 6 Easy for mother to prepare and administer. Does not 


oz. bottles. upset the baby. 
a BORCHERDT MALT EXTRACT CO. 
or hn 217 N. Wolcott Ave. cy Chicago 12, ill. 


GOOD FOR 
GRANDMA, 


Borcherat 


A New Dietary Management for 


COMSTIPATED ELDERLY 


A bowel content modifier that softens dry, hard stools by 
dietary means without side effects." Acts by promoting an 
abundant fermentative bacteria in the colon, thus producing 
soft, easily evacuated stools. Retards growth of putrefactive 
organisms. By maintaining a favorable intestinal flora, Malt 
Soup Extract provides corrective therapy .for the colon, too! 


*Specially processed malt extract 

neutralized with potassium carb- 
DOSE: 2 tablespoonfuls b.i.d. until stools are soft 

6 os. and 16 (may take several days), then 1 or 2 Ths. at bedtime. 

1. Coss, J. ond Frederik, W. S.: Malt 

Soup Extract as o Bowel Contert 


Modifier in Geriatric Constipation. Send for BORCHERDT MALT EXTRACT co. 
Journal-Lancet, 73:414 (Oct) 1953. Sample 217 N. Wolcott Ave. e Chicago 12, Il. 


THE CHANCES OF LIVING TO AND 
BEYOND AGE 65* 


that a white man will survive to age 65. 
In other words, the great majority ot 
With the continuing decline in mor- ™en who enter the labor force today 
tality in our country, the chances that 4" expect to reach retirement. More- 
an individual will reach age 65 have OV€T, at age 40, when men are gen- 
greatly increased. Under the mortality ¢ally well advanced in their careers, 
conditions prevailing in the United they have 70 chances in 100 of living 
States around 1900, nearly 40 out of every © the end of their productive life; at 
100 newborn white boys could expect the turn of the century the chances were 
to reach the threshold of old age. For 60 in 100. 
a boy born in 1930 = chances of - The female population has reaped 
taining age 65 were 53 in 100; currently greater gains than males. At birth, 
they are 64 in 100. their chances of celebrating a 65th birth- 
day have climbed from 44 in 100 around 
1900, to 77 in 100 at the mid-century. 
In fact, their present prospects of sur- 
“Reprinted from Statistical Bulletin, Metro- yiyal are very favorable at every period 
of life. Throughout the child-rearing 


At age 20 the chances are two in 
three, under present mortality conditions, 
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ages, for example, they now have at 
least four chances in five of surviving 
to old age. At the turn of the century 
even women at the middle years of life 
had only two chances in three of living 
to age 65. 

Most persons who attain age 65 can 
expect to live for a considerable number 
of additional years. More than one half 
of the white men who celebrate their 
65th birthday will survive another 12 
years, and one fifth for 20 years. The 
outlook is even better for women; one 
half of those who reach age 65 will 
live to age 80, and about one fifth will 
celebrate their 88th birthday. 


The figures cited above are based on 
the mortality experienced in 1950. Since 
further declines in the death rate are 
likely to occur in the future, the chances 
of survival to age 65, and the expected 
lifetime thereafter, may well be greater 
than those indicated. In consequence, 
the size of our aged population will 
continue to grow rapidly in the years 
ahead. In fact, the Bureau of the 
Census expects that persons aged 65 
and over will increase from 13.4 million 
in 1953 to 20.7 million in 1975, and to 
more than 26 million before the end of 
the century. 


This means that the problems of the 
aged, which are already receiving con- 
siderable attention in many communities 
throughout the country, will grow in 
importance in the years to come. It is 
the individual, however, who bears the 
basic responsibility to provide for his 
own and his family’s future. The bread- 
winner, in planning such a program, 
should make provision during his work- 
ing life not only for an extended period 
of retirement but also for his wife after 
his death, because in most families the 
wife outlives the husband. 


Book Notices 


FRENCH’S INDEX OF DIFFERENTIAL 
DIAGNOSIS. Edited by Arthur H. Douth- 
waite, M.D., F.R.C.P., Senior Physician, 
Guy’s Hospital; Honorary Physician, All 
Saints’ Hospital for Genito-urinary Diseases. 
Ed. 7. Cloth. Pp. 1046, with illustrations. 
Price $20.00. The Williams and Wilkins Com- 
pany, Mt. Royal & Guilford Aves., Baltimore 
2, 1954. 


DISEASES OF THE LIVER. By Mitchell 
A. Spellberg, M.D., F.A.C.P., Associate Pro- 
fessor of Clinical Medicine, University of II- 
linois School of Medicine; Associate Attending 
Physician, Department of Medicine, Michael 
Reese Hospital, Chicago, Illinois. Cloth. Pp. 
646. Price $16.50. Grune & Stratton, Inc., 381 
Fourth Ave., New York 16, 1954. 


ATLAS OF OPERATIVE TECHNIC: 
ANUS, RECTUM, AND COLON. By Harry 
E. Bacon, B.S., M.D., Sc.D., F.A.C.S., 
F.R.S.M., F.1.C.S., F.A.P.S., Professor and 
Head of Department of Proctology, Temple 
University Medical School. Honorary Fellow: 
Royal Society Medicine (Englaud), Bordeaux 
and Ambroise Paré Surgical (France), Madrid 
and Barcelona Surgical (Spain), Piedmontese 
Surgical (Italy), Venezuelan Surgical, Pe- 
ruvian Surgical, Argentinian Surgical and 
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Proctologic, Curitiba Surgical, Chilean Surgi- 
cal, Brazilian Proctologic, and Dallas Southern 
Clinical Societies; Detroit Academy of Sur- 
gery. Diplomate, American Board of Surgery; 
Member, American Board of Proctology, and 
Stuart T. Ross, A.B., M.D., F.A.C.S., F.1.C.S., 
F.A.P.S., Attending Proctologist, Nassau Hos- 
pital, Mineola, New York, and Mercy Hospital, 
Rockville Center, New York; Assistant At- 
tending Surgeon in Proctology, Meadowbrook 
Hospital, Hempstead, New York; Formerly As- 
sistant Visiting Surgeon, Kings County Hos- 
pital, Brooklyn, New York, and Lecturer in 
Proctology, Polyclinic Medical School and Hos- 
pital, New York City. Secretary, American 
Proctologic Society; Diplomate and Member, 
American Board of Proctology. Miembro Cor- 
re-pondiente extrajero Sociedad Proctologia de 
Arcentina; Honorary Fellow, Brazilian Proc- 
tologic Society. Cloth. Pp. 301, with illustra- 
tions. Price $13.50. The C. V. Mosby Com- 
pany, 3207 Washington Bivd., St. Louis 3, 
1954. 


EVENTY-FIVE YEARS OF MEDICAL 
PROGRESS, 1878-1953. First Western Hemi- 
sphere Conference of the World Medical Asso- 
Edited and with a Foreword by Louis 


H. Bauer, M.D., F.A.C.P., Secretary-General, 
The World Medical Association; Past Presi- 
dent, The American Medical Association. 


Cloth. Pp. 286. Price $4.00. Lea & Febiger, 
Washington Square, Philadelphia 6, 1954. 


HISTOPATHOLOGY OF THE SKIN. By 
Walter F. Lever, M.D., Clinical Associate in 
Dermatology, Harvard Medical School; Assist- 
ant Dermatologist, Massachusetts General Hos- 
pital; Associate in Dermatology, Peter Bent 
Brigham Hospital; Consulting Dermatologist, 
Massachusetts Eye and Ear Infirmary, The 
Children’s Hospital and Robert Breck Brig- 
ham Hospital. Ed. 2. Cloth. Pp. 518, with il- 
lustrations. Price $12.00. J. B. Lippincott 
Company, East Washington Square, Philadel- 
phia 5, 1954. 


FIRST AID AND RESUSCITATION. By 
Lt. Carl B. Young, Jr., M.P.H., Instructor, 
Emergency First Aid; Former Assistant Direc- 
tor, Harris County Emergency Corps, Inc., 
Houston, Texas; Member, International Rescue 
and First Aid Association; First Lieutenant, 
Medical Service Corps, U.S.A.R. Cloth. Pp. 
338. Price $8.50. Charles C Thomas, Publish- 
er, 301-327 East Lawrence Avenue, Springfield, 
1954. 


ELECTROCARDIOGRAPHY. By E. Grey 
Dimond, M.D., Professor and Chairman, De- 
partment of Medicine, Director, Cardiovascular 
Laboratory, University of Kansas Medical Cen- 
ter, Kansas City, Kansas. Cloth. Pp. 261, 
with illustrations. Price $14.00. The C. V. 
Mosby Company, 3207 Washington Blvd., St. 
Louis 3, 1954. 


DIGITAL PLETHYSMOGRAPHY. Intro- 
ducing a Method for Recording Simultaneously 
the Time Course of the Rate of Blood Flow 
Into and Out Of the Finger Tip. By George 
E. Burch, M.D., F.A.C.P., Henderson Profes- 
sor of Medicine, Tulane University School of 
Medicine; Physician-in-Chief, Charity Hospital; 
Consultant in Cardiovascular Disease, Ochsner 
Clinic, Hotel Dieu and Mercy Hospitals and 
Visiting Physician, Touro Infirmary, New Or- 
leans. Cloth. Pp. 134. Price $5.00. Grune & 
Stratton, Inc., 381 Fourth Avenue, New York 
16, 1954. 


PERIMETRY. By Joshua Zuckerman, B.Sc., 
M.D., C.M., F.A.C.S., Fellow of the American 
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first and only 
aqueous 
therapeutic | 
vitamin formula 
with minerals 


vi-aquamin 


vi-aquamin 
therapeutic 


e faster, more complete ab- 
sorption and utilization (up 
to 300% better) of normally 
oil-soluble vitamins A, D, E, 
made water-soluble.* 


all “essential” vitamins and 
minerals including vitamins 
A, Bi2 and E; calcium, phos- 
phorus, iron, cobalt, and 
other trace minerals. 


© moderate in cost 


Available in botties of 30, 50, 100 
and 500 capsules. 


Literature and samples available 
upon request. 


therapeutic 


just one capsule provides: 


Vitamin A* . . 25,000 U.S.P. Units 
Vitamin D*(calciferol) 1,000 U.S.P. Units 


Ascorbic Acid (C). . . . 150 mg. 
Thiamine HCi(B,). . 10 mg. 
Niacinamide .... . . 100 mg. 
Riboflavin (B2). . .°. . . 5 mg. 
Pyridoxine HCI (Bg) . . . . 1 mg. 
Vitiemin@i2. ...... 
d, Caicium Pantothenate . 5 mg. 


di, Alpha Tocopheryl Acetate (E)* 5 mg. 


Dicaicium Phosphate 200 mg. 
Calcium ... me. 
osphorus. . 45 mg. 
Ferrous Sulphate Exsiccated . 100 mg. 
Copper .... 1.5 mg. 
lodine 0.1 mg. 
Manganese... . . 1 mg. 
Magnesium ..... 6 mg. 
Cobalt. ... 0.1 mg. 
Molybdenum . 0.2 mg. 


*Oil-soluble vitamins made water-soluble with 
byt esters; protected by U. S. Patent 


u.s. vitamin corporation 


Casimir Funk Labs., inc. (affiliate) * 250 E. 43rd St., New York 17, N.Y. 


Academy of Ophthalmology and Otolaryngol- 
ogy; Diplomate in Ophthalmology; Instructor 
in Perimetry and Assistant Ophthalmic Sur- 
geon, New York Eye and Ear Infirmary; In- 
structor in Perimetry, Columbia University and 
New York University Postgraduate Medical 


School; Ophthalmic Surgeon, Midtown Hos- 
pital; Surgeon, Ophthalmologic Foundation; 
Associate Visiting Ophthalmologist, Bellevue 
Hospital; Consultant, National Society for the 
Prevention of Blindness; Co-Author, “Diag- 
nostic Examination of the Eye.” Cloth. Pp. 


QUICK 
RELIEF 


From Sunburn and 
Summer Itches 


AEROSOL 


Quick Topical Anesthetic for Office Use 


Published clinical reports show nothing re- 
lieves surface pain and itching like Americaine 
+6. ause only Americaine contains 20% 
dissolved benzocaine. Americaine relieves fast, 
sustains relief from 2 to 6 hours. In Ointment 
or handy Aerosol Spray for office use. Write 
for details. 


ALSO FOR: 
Burns 

Abrasions 
Hemorrhoids 
Post-Episiotomies 
Dermatoses \ 
Anesthetic. 
ARNAR-STONE LABORATORIES, INC. 


1316-C SHERMAN AVE., EVANSTON, ILL. 
In Canada: Brent Laboratories, Ltd., Toronto 


: 
‘single capsule 
| 
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TO MEET YOUR EVERY 
REQUIREMENT 


We know that no hematinic can answer your evéry require- 
ment! There is no such thing as a panacea. Due to different 
underlying causes for the pathology and because of individual 
idiosyncrasies, one patient will respond while another will 
not. We, at Woodard Laboratories, are constantly striving 
to meet your every demand. Consequently we have developed 
five different hematinic formulae—each for a purpose. 


ANE-MA-TIN For rapid and sustained response. Supplies, 
in heavy potencies, all the elements known to be —o 
for the development and maturation of red blood cells, in- 
cluding 10 megm of Vitamin B-12. 


ANTI-PLEX An outstanding hematinic correctly formulated 
and balanced to give you the expected therapeutic results. 
Supplies Vitamin B-i2, Duodenal substances, iron and 
B-Complex factors in therapeutic quantities. 


B-TWELVE PLUS For those patients who cannot take iron. 
Supplies in each capsule, Vitamin B-12, 5 megm; Vitamin C, 
30 mg; and Folic Acid, 1.7 mg. 


FOL-IR CAP A Folic Acid, Liver and Iron formula supplying 
in each capsule therapeutic amounts of these important blood 
building essentials. 


HEMOTROPHO An outstanding hematinic throughout 
the years. Contains Adrenal Cortex and Chlorophyll, as well 
as Liver, Iron and Yeast concentrate. 


WOODARD LABORATORIES, INC. 


2308 West Seventh Street Los Angeles 57, California 
DUnkirk 7-3158 
Los Angeles ® San Francisco ® Portland ® Akron ® Detroit ® Dallas 


Denver ® Wichita ® Kansas City (Mo.) ® St. Louis @ Baltimore 
Sioux Falls, So. Dak. ® Vancouver; B. C. 


391. Price $10.00. J. B. Lippincott Company, Kolb, M.D., Section of Psychiatry, 
East Washington Square, Philadelphia 5, 1954. Clinic, Rochester, Minnesota. Paper. 
Price $1.50. Charles C Thomas, 
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APPLICATIONS FOR 
MEMBERSHIP 


ARIZONA 


Weir, Donald B., (Renewal) McDowell Osteo. 
pathic Hospital & Clinic, 31 E. McDowell 
Road, Phoenix 22 


CALIFORNIA 


Cavanaugh, Richard J., (Renewal) 822 N, 
Garey Ave., Pomona 


FLORIDA 


Leigh, Donald T., (Renewal) 325 Alhambra 
Circle, Coral Gables 34 
Barry, Edward J., (Renewal) 539 N. Mills 
St., Orlando 
IOWA 


Hall, Charles L., (Renewal) Zearing 


KANSAS 
Chester A., (Renewal) Oxford 


MASSACHUSETTS 
Dott, Raymond N., 1064 Beacon St., Brook 


line 46 
MICHIGAN 
Palazzi, Michael A., Jr., 13320 Woodrow \\jl- 
son, Detroit 6 
Perloff, Reuben M., Detroit Osteopathic Hos. 
pital, 12523 Third ae Detroit 3 
Kik, Richard, Jr., 111 N. Oakley St., 


MISSOURI 
Jr., (Renewal) Box 91, Fen- 


Kinkaid, 


Saginaw 


Reber, Leo W., 
ton 

Christiancy, Allan H., (Renewal) 6900 Clayton 
Ave., St. Louis 10, Mo. 

R., (Renewal) 1401 S. Broadway, 
St. Louis 4 

Kerns, L. R., (Renewal) Savannah 


NEW JERSEY 
Wylie, J. Robert, (Renewal) 15 Park Ave., 
Westwood 


NEW YORK 

Marshak, Rubin, (Renewal) 1225 Vyse Ave., 
New York 59 

Stapholz, Irving, (Renewal) 29 E. Ninth St., 
New York 3 

Urbont, Alexander R., (Renewal) 20 E. 35th 
St., New York 16 

Greene, Philip A., 
Schenectady 5 


(Renewal) 5 State St., 


OHIO 


Fleming, Kenneth S., (Renewal) 5 Warren 
Ave., Youngstown 7 


OKLAHOMA 


Heffelfinger, Daniel B., (Renewal) 219 Leon- 
hardt Bldg., Oklahoma City 2 


PENNSYLVANIA 


Borgman, George J., (Renewal) 1319 Hamil- 
ton St., Allentown 

Amadio, Angelo E., (Renewal) Fryburg 

Dorsey, Luelle S., Stoopville Road, Route 1}, 
Newtown 


WISCONSIN 


Klostermann, Gilbert C., (Renewal) Box 101, 
Fairwater 
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Abretske, John Leon 
Becker, Alan Harvey 
Bland, Coburn C. 
Bok, Arthur Bernard 
Caldwell, Neil Richard 
Carnegie, Dorothy Elizabeth 
Chapman, Lyle 
Dalby, rge Neil 
Compher, Arthur McCall 
Desnoyers, John Alvin 


Palatable Medication 
For Little Folks 


Supplied in eight formulas, each with 
a distinctive color and flavor to please 
_ the eye and taste of children. 


Pediatabs are available for 
the usual childhood ailments 
and contain NO barbiturates. 


literature and Samples on 


COLUMBUS 15, 
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Dosh, Don Leonard 
Duda, LaVerne Jean 
Dupuis, Ernest Moise, Jr. 
Falcone, Robert Edward 
Fischer, John Thomas, Jr. 
Glanz, Franklin Sigmund 
Gordon, Irving Martin 
Graves, Spencer DuWayne 
Greenway, John Allen 
Heck, Elmer Hugh 
Heller, Harry Arthur 
Hoffman, Lynn Vernon 
Hole, William Nelson 
Irving, B. Lee 
Keefer, Ralph Aurel 
Keller, Ralph Joseph 
Kubilius, Martynas 
Kurn, Samuel Philip 
Laderman, David Robert 
Lapins, Peter John 
Lyngby, Christian Campbell 
MacDougall, Howard Lee 
Madziar, Roman John 
Marks, Charles Anthony 
Mathews, Irving Mapes 
Matzkin, William Lionel 
McNaughton, Thomas James 
Musial, Matthew Andrew 
Neer, Howard Lester 
Olson, Kenneth Norman 
Yalmer, James Duane 
Proctor, Howard Donald 
Renn, Richard Henry | 
Robinson, David } 
Rosbolt, Robert Neal | 
Ross, Donald Clarke | 
| 


routine... 


for rapid control 
of bleeding 


Samblanet, H. Louis 
Schafer, Frank Mathew 
Secontine, Richard Daniel 
Sheremeta, Zoni 
Springer, Robert Evans 
Stewart, Jack Dempsey 
Strickler, Jack Murphy 
Strinka, Andrew oe 


Stucker, John 

Thomas, Paul George 

Ufkes, Herbert Charles 
Warn, James Donald 
Wayne, James Charles 
Witty, Drake Robert Arthur 


Because it acts directly on the clotting mech- 
anism, KOAGAMIN — ACTS RAPIDLY — in 
minutes not hours. 


ARRESTS ALL TYPES OF CAPILLARY 
AND VENOUS BLEEDING — (unlike vitamin 
K which is indicated only in relatively infre- 
quent prothrombin deficiencies.) 


IS SAFE—no untoward side effect, including 
thrombosis, has ever been reported. 


Invaluable in everyday practice, KOAGAMIN 
is especially useful in postpartum hemorrhage, 
uterine bleeding, prostatectomy, tonsillec- 
tomy, epistaxis, oral and nasal surgery, and 
gastric ulcer. 

KOAGAMIN, an aqueous solution of oxalic and 
malonic acids for parenteral use, is supplied in 
10-cc. diaphrag' ppered vials. 
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Adkisson, David Lynn 
Astorga, Alex Michael 
August, Charles Wilcke 
Berlin, Richard William 
Berry, Thomas Earl 
Bess, Harold Leon 
Blum, Elton Floyd 
Bongard, Alfred 
Bowles, Lloyd David 
Brewer, Robert Stanley 
Brown, Laurel Joanne 
Browne, George Robert 
Caddell, Frederick Edward ——, 


Chasan, Fre PHARMA’ 


Cheverton, William Gerrard Nework Jersey 
Cimino, Joseph 
Copley, Douglas, Jr. 
Cowan, Harold Lee 
D’Ablaing, Gerrit, III 
Datzker, Edwin Albert 
DeCoro, Camillo Thomas 
Deming, Ian Chevalier 
Dickie, Donald Vern 
Friedman, Martin I. Hungerford, David Arthur 
Evans, Lawrence Dean Fujioka, Tadashi Tad Ingalls, John Joseph 
ee, Rayne Berry, Jr. Gifford, Howard Keith Jordan, Stanley Stout 
Gordon, John Bruce Kaufman, Lester 
Foster, Oliver Perry Haiman, Irving Jacob Kimbell, Jo Erte 
Friedman, Benjamin Theodore Hauck, Donald Henry Kimpel, William Charles 


BETTER CONTROL with LESS CONTROL 


In A self-acidifying methenamine urinary antiseptic permitting high dosage 
CHRONIC without toxicity. Quickly soothes inflamed mucosa. Bacteriostatic 
URINARY against E. Coli, S. Albus, S. Aureus. Requires no periodic blood tests, 

etc. May be prescribed alone or with suitable antispasmodics and sed- 
INF ECTIONS atives as individually required—tr. belladonna, tr. hyoscyamus, pheno- 


barbital, etc. Especially useful for older patients. Send for samples. 


IA) COBBE PHAR. DIV.—BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave. Chicago 12, Illinois 
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_..WHEN PROPERLY AUTOCLAVED 


Do you hesitate to immunize young patients during an 
epidemic because of the danger of cross-infection? 


Yet, needles can be safely sterilized in your office by 
proper autoclaving . . . by thorough cleansing and then 
subjection to moist heat under pressure at 250° F. 


Epidemic or not, autoclaving of every instrument that 
touches the blood stream of any patient is essential to 
your daily practice. 


GUARD AGAINST 

CROSS-INFECTION 

WITH A PELTON 
A Pelton FL-2 or HP-2 brings you the 
certainty of destroying hard-shelled, spore- 
bearing bacteria plus the speed of hospital 
sterilization a matter of seconds 
between sterilizing periods. 


Call your Pelton dealer or write today for literature, 


THE PELTON & CRANE CO. « DETROIT 2, MICHIGAN 


Professional 


Equipment 
Since 1900 
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Klefstad, Raymond Oscar 
Kranzdorf. Charles David 
Landau, ans Lloyd Martin, Downey Duane 
Landau, Robert Neil Mastellos, Christopher, Jr. 
Laufer, Louis Henry Mastron, Victor 
Luftman, Alvin Harvey Middleton, Robert Lord 


Lupayne, Gilbert Anthony 
Mangurian, Peter, Jr. 


Momary, Hassan Mitrage 
Morgan, Wallace Ear: 
Moss, Stanley Robert 
Poliquin, Ramon Girard 
Raynes, Seymour David 
Riccitelli, Americo Thomas 
Richter, Emanuel 
Rothman, George Leonard 
Schechet, Isidor Arthur 
Sciaroni, Lloyd George 
Scoblink, Herman Charles 
Seals, James Rimpau 
Sharp, Thomas Robinson 
Smietana, Joel 

Stange, Fred Albert, Jr 
Stein, Frank Lincoln 
Swenson, Harold Burnette 
Tarlow, ‘Herbert David 
Taylor, Lawrence Hansen 
Turner, Sidney Andrew 
Wade, Melvyn G. 
Weinberg, Seymour 
Winter, Lewis 
Woo, Francis Jonathan 
Ying, Lloyd 

Zerahian, Ara 

Zornes, Joseph Eugene 
Zundel, Ben Forstner 
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Adams, Richard Walter 
Angell, Edgar Osbourne 
Armstrong, Claire Eugene 
Barnes, Forrest Howell 
Brown, John Elder 
Brown, Russell Ja 
Cannane, Ra oe | Joseph 
lay, Clifford Arnum 
Crommett, William_E. 
Cummings, Dwain Wellman 
Egly, James Roland 
Eske, uis Henry, Jr. 
Fell, Roy Eugene 
Fetchik, William 
Waldo E. R. 
Gabriel, Andrew 
Hackett, lliam Douglas 
Himelberger, Corydon George 
Hinz, Ralph Edwar 
Hollabau , Russel Ellsworth 
Hughs, Charles George 
Richard Ulric 
alman, Richard Irving 
King, Frank Westley 
Kronisch, David Herbert 
Lloyd, Stacy Stewart 
Loerke, Gerald Robert 
Maxwell, Joseph Seymour 
Middleton, Robert Leon 
Nadaud, John Joseph 
Nelson, Ernest Stanley 
Nerthling, Robert Edwin 
Nugent, Thomas Edwin 
Nunley, John Powers 
Philiips, Irwin Z. 
Polance, Harold North 
Polatty, Thomas Varn 
Pomeroy, Ira Lewis, Jr. 
Pudliner, Henry 
Rerucha, Victor James 
Robinson, William Ralph 
Rosen, Herbert 
Rothman, David 
Roulston, George Suttenfield 
Schulman, Sam Louis 
Schwartz, John Peard 
Shillinglaw, Richard George 
Smith, Frederick Curtis 
Snow, Milton Richard 


Doctors everywhere write us that CA-MA- sil gets results, when prescribed for 


CA-MA- SIL CO., C-3 700 CATHEDRAL ST., 


BALTIMORE 1, 
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Steinecker, Henry Walter 
Tilden, John Duncan 
Troester, Lowell Leland 


Vawter, William Everett @ Multi-DARTRATE is the first and 
Jefivies i?’ s the newest eee only Multi-VITAMIN and Multi- 
ZeBranek, James David MINERAL Formula made with 

it’s the finest...it’s DARTRATE Concentra the Nate 
ral, Organic ma levelo; 
by Dartell Laboratories. 


e 
| « is richer in 


natural, organic materials and pro- 
GRADUATES OF THE NO 1. , vides larger amounts of these natu- 


KANSAS CITY COLLEGE OF ral substances than any other product 


OSTEOPATHY AND SURGERY DAILY FOOD SUPPLEMENT of its kind. 
UNE 4, 1954 
DARTRATE @ Multi-DARTRATE contains more 
— CONCENTRATE than 50 nutritive substances supply- 
\ngelotti, Robert available only in Dartell - ing 36 nutritional factors: Vitamins 
Arneman, Dana Products, is a scientific ...Minerals... Metabolic Activators... 
Beck, ~ formulation of natural, er- Accessory Factors. . . ALL in definite 
irubaker, Leo D. assayed, label-claim amounts. 
uell, Charles Robert 
Burton, Lionel. Gene Multi-DARTRATE supplies many 
Busterwerth, Mary: supplies atural vitamins times the daily minimum requirement 
, “Ke : and minerals. of ALL essential vitamins plus essen- 


Collins, Keith Arthur 
Cordry, Durrel Francis 


tial and trace minerals plus other 


Dybedal, Paul Waldamor Each Multi-DARTRATE ses 

Carrell, Leslie E. nea nutritional factors. 

Farrow, Charles D. ~~ @ Multi-DARTRATE is the ideal, 
Faweett, Donald Lawrence 

reye, Sherrill Hudson 2 Bottles (60 tablets each) daily food supplement for every mem- 
furnish, Richard Douglas, Jr. Multi-VITAMIN Tablets ber of the family . ..for hundreds of 
Gordon, Richard and ti 

Hanifin, John Hill 1 Box (120 tablets) your patients. 

Harbaugh, Edward Dale Multi- MINERAL Tablets 

Hause, Dwight Hunter A FULL 30 DAYS SUPPLY For further information 
Haven, Harrel R. AT MAXIMUM DAILY RATION write or call your 
Hill, John Chaney plus nearest Dartell 
imhott, Clyde L., Jr. An Attractive, Convenient, Plastic Distributor or 
lay, Ernest, Jr. Daily Ration Case and a BONUS ew 
Jenkins, Robert F STAMP and BONUS STAMP BOOK write direct to 
ones, James Wilson in every Package. the Laboratories 


jones, Seaborn Eugene 
Kaufman, Jerome Seymour 
Kaye, Stanley B. 
Nerwood, Robert Ira 

Key, Edwin A., Jr. 

Kobes, Kenneth J. 

Kopec, Thaddeus 5S. 
Koster, Robert Allan 
Kunkle, Joan Brown 

Lee, Marcus Leroy 
Lesock, William John 
Lyons, James T 

Mann, Maurice Dean 
Mann, Raymond Edward 
Marquardt, Roger 
Martimick, Andrew 
McMullen, Kenneth Edwin 
Morrison, Patricia L. 
Moses, Irving I. 

Nelson, Harold V. 

O'Dell, Vernon F., Jr. 
Phillips, Ross Ware 

Polk, Melvin Harvey 
Roitz, Antone John 
Rowlett, Thomas Madison, Jr 
Sekola, William J., Jr. 
Sherick, Daniel Chan 
Smith, Forrest E. 

Smith, Leonard 

Stinson, Claude Bernard 
St. Marie, Eugene Ward 
Suderman, Joe 

Tamez, Ricardo Jose | 
Trimble, William Brewster 

Vinson, Russell Lee 

Weathers, William Anthony 


DARTELL 
Multi-DARTRATE 

: List Price $1200 | 1226 SOUTH FLOWER STREET 
ITS FORMULA MAKES IT THE FINEST LOS ANGELES 15, CALIFORNIA 


Williams, Robert Jerald GRADUATES OF Bennett, Gerald 
Wonderly, Robert Oliver OF Bincskye, 
Wong, Alwyn Adalbert OSTEOPATHY AND SURGERY Booher, Clarence L. 
Anton MAY 29, 1954 Bragg, 
oo, Dan Javis, Emory Pau 
Wyatt, William Edward Applegate, William E. Disch, Richard Carl 


Young, Andrew Roland Baker, Herman A. Eiceman, George Henry, Jr. 


For quantity irrigations 


. - soothing, aseptic 


e 


The Alkalol Company 
Taunton 23, 

Mass. 


s richer in 
WRite 
SAMPLE 


When prescribing Ergoapiol 


(Smith) with Savin for your gynecologic 
patients, you have the assurance that it can be obtained 
only on a written prescription, since this is the only 
manner in which this ethical preparation can be legally 
dispensed by the pharmacist. 
uterine tonic, time-tested ERGOAPIOL (Smith) WITH 
SAVIN—only on your prescription—serves the best 
interests of physician and patient. 

INDICATIONS: Amenorrhea, Dysmenorrhea, Menorrhagia, 
Metrorrhagia, and to aid involution of the postpartum uterus. 
GENERAL DOSAGE: One to two capsules, three to four 


times daily—as indications warrant. 


In ethical packages of 20 capsules each. 
Literature Available to Physicians Only. 


ERGOAPIOL “wim SAVIN 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


The dispensing of this 


Ethical protective mark, 
M.H.S., visible only 
when capsule is cut in 
half at seam. 


MARTIN H. SMITH COMPANY 


150 LAFAYETTE STREET 
NEW YORK 13, N.Y. 


Ernst, Keith Milo 
Feldman, Raymond K. 
Fiel, 
Fischer, Roy L. 

Fritch, Edward A., Jr. 
Ganong, Donald Reade 
Gard, Charles Allen 

Gaunt, Frank Leon 

Giffen, Larry Arthur 
Glenny, Wilmer Charles 
Hampton, Donald Vernon, II 
Handley, 
Harrison, 
Hawes, 
Holloway, Harr 
Itsell, 


Russell William 


rank A., 
ohn Raymon 
Rex, Jr. 
Robert Henry 
aggers, Donald Bruce 
enkins, John Benjamin 
ohnston, Eugene Bramley, Jr. 
ones, John Bartley, Jr. 
oseph, Nathan A. 
<arikomi, Ted Yukio 


Kaye, John 


Kilpatric, Jay Alan 
Kleinsmith, Robert A 
Klucka, Aloysius Robert 
Levine, Howard Marvin 
Linfante, Anthony Maxwell 
MacIntyre, Arthur E 
Mahoney, Russell 

Marshall, Thomas Earle 
Marx, Bertram Herbert 
Matheny, Samuel Donaldson 
Matthews, David D. 

Maveal, Ervin J. 

McNutt, Frank’ H. 

Miller, Wallace James 

Mintz, Milton J 

Myers, Harmon Lewis 

Nickels, Harvey 

Olson, Dean Richard 

Owen, Robert Emmet 

Parsons, Gordon Stanley 
Paterson, Katherine Georgianna 
Perraud, Robert Leroy 

Perry, Robert Leo 


“STATIONERY 


PRINTING 


PATIENTS’ RECORDS 
BOOKKEEPING SYSTEMS 


FILES and SUPPLIES 


ERICA'S LARGES 


For 26 years, the trade mark Histacount has symbolized 
America’s largest printer for Doctors’ 


Histacount stands for highest quality at t low prices, 
with an unconditional money-back guarantee, 


So remember Histacount—the Doctor's prime source 
for printing, patients’ records and office supplies. 


Free samples or catalogue gladly sent on request. | 
-\- { 
ING COMPANY, INC. 


NEW YORK 


ROF 
HYDE. ARK 
_ 


T PRINTERS TO PROFESSIONS 


Powers, Robert Henry 
Ricard, Stewart Albert, Jr. 
Riehi, Richard Eugene 
Rimmel, Rex Arrington 
Rios, William 

Sanders, Raymond Campbell 
San Filippo, Anthony James 
Scheurer, George Harold 
Schroeder Fred 
Schwab, Joseph 
Schwei, "Edward 
Shepler, Jack Lewis 
Shpeen, Sheldon 

Siefkes, Paul Dan 

Speak, Kenneth Edwin 
Stein, Leon 

Surridge, Edgar Donald, Jr. 
Testa, Ben 

Thomas, Douglas Coy 
Valuck, Samuel Walter 
Varidin, Plato E. 

Wagner, Walter Peter 
Whalen, Gerald 
Williams, Floyd S 

Windnagel, Merle Leonard 
Wohlstadter, Jack Sanford 
Wright, Richard Carleton 
Zimmerman, Robert Amelin 


GRADUATES OF 


PHILADELPHIA COLLEGE OF 


OSTEOPATHY 
JUNE 153, 1954 


Amalfitana, Louis Francis 
Attarian, Archie Bedros 
Bachrach, Richard Morton 
Baumgaertel, Gottfried George, Jr. 
Bentz, Robert Lee 

Berkowitz, Sidney 

Braunlich, Donald Edward 
Bryers, William Cornelius 
Buck, George Edward, Jr. 
Cannatella, Roderick 

Caris, John 

Chambers, Richard Kilburn, Jr. 
Colletta, Jordan Bruno 
Cook, Glenn E. 

Couch, Richard Munro 
Curreri, Giacomo F. (John) 
Damiani, John _ 
Davies, Robert 

De Prisco, John 

Dickerson, William Henry 
Edinger, Albert Gustave, Jr. 
Elvin, Harlan James 
England, Katherine Mary 
Evans, Philip K. 

Faldon, Karl Earl 

Farley, Thomas Jefferson 
Fasnacht, Richard Sharp 
Felski, Emil M. 

Flaherty, John J: 

Frazier, Robert i Jr. 
Gabriel, Earl A. 

Gilligan, — Joseph 
Giuliani, James Joseph 
Glidden, Joseph Warren 
Goldenberg, Irving Leonard 
Green, Robert Anderson 
Greenholz, Jerome Samuel 
Greenspan, Jerome Albert 
Grimaldi, Mario Nicholas 
Hall, Terrence Frederick 
Hausher, Howard Louis 
Henry, Owen Isaac 

Herdeg, Howard Brian 

Hill, James R. 

Huffnagle, Joseph Vincent 
— Raymond Heistand 
Cane, Robert J. 

Ka lan, Robert 

Kellogg, Theodore M., Jr. 
Kraman, Harold Irving 
Kroll, George eon 
Lebovitz, 

Lezinski, n L. 
Lickfield, Marcus 
Liljestrand, Theodore Albert 
Lindsay, Allan Jewett 
MacLeod, Robert Ferrin 
Marvil, George D., Jr. 
McCool, Walter A: 
McDowell William Gilbert 
Miller, Edgar II 
O'Keeffe, Patrick 
Phillips, Edward Marvel 
Price, Abraham Leonard 
Roberts, Clayton Ross 
Rothberg, Robert Gilbert 
Norman Curtis 
Russak, Sidney 
Santaspirt, Samuel 
Sapanaro, William F. 
Scharf, Gerald 

Schartel, Albert P., Jr. 
Scott, Thomas Clayton 
Sheridan, Donald Edward, Jr. 
Smith, John Christopher- 
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Smith, Lloyd George 
Sonneborn, Meyer Robert 
Stark, Richard James 
Steelman, Joseph Edward 
Stein, Leo 

Steingard, Paul Maurice 
Steinsnyder, Wynne Alan 
Strasbaugh, Curtis Bernard 
Szymanski, Anthony 
Teplitz, Harold 

Tucker, Duane Hawland 
Visconti, William A., Jr. 
Weaver, Gerald Lorell 
Weaver, Richman Garrison 
Weinstock, Stanle 

Whyte, John 
Woodward, Thomas Plunkett 
Zimmerman, Edward 


CHANGES OF ADDRESS 
AND NEW LOCATIONS 


\brams, Louis, from 1164 S. Lorena “ to 
3500 E. First St., Los Angeles 63, Calif 

Andersen, N. W., from Monroe, Utah, to Box 
8922 Claycomo, Kansas City 17, Mo. 

\nderson, Ernest H., from South Bend, Ind., 
to Route 2, New Carlisle, Ind. 

Belz, Francis X., from Norristown, Pa., to 
2727 W. Cabot St., Philadelphia 31, Pa. 

Bennett, Robert E., from 501-02 Jones Bldg., 
to 1118 Third St., Corpus Christi, Texas 

Rensen, Lester R., from 218 Fifth Ave., to 
Wykagyl Gardens Apts., New Rochelle, N. Y. 

rail, Donald W., from 400 Rogers Bldg., to 
506 Carter Bldg., Jackson, Mich. 

rand, Burton, from Gillett, Wis., to 3019 N. 
Burton Ave., South San Gabriel, Calif. 

Brickner, Gerald, from Detroit, Mich., to 23951 
Yale Ave., Dearborn, Mich. 

Brumm, Lynn F., from Cor. Pine & Center 
Sts., to 215 Jackson St.. Grove City, Pa. 

Bye, Eivind G., from Moberly, Mo., to Box 
503, Mokane, Mo. 

Caldwell, Della B., from 303 Flynn Bldg., to 
Hotel Victoria, Des Moines 3, lowa 

Cantor, Harvey, from Redondo Beach, Calif., 
to oe Santa Monica Blvd., Los Angeles 46, 
Calif. 

( assity, Elton E., from_Kansas City, Mo., to. 
121 E. Excelsior St., Excelsior Springs, Mo. 

Chappell, Edward L., from 23 S. Fourth St., to 
217 Seventh Ave., Clear Lake, 

Claytor, Robert K., from Los Angeles, Calif., 
to Box 186, Plymouth, Calif. 

Coan, Paul J., from 515 W. College, to 3 N. 
Main St., Farmington, Mo. 

Comstock, Jack D., from St. Clair Shores, 
Mich., to 20041 W. Eight Mile Road, De- 
troit 19, Mich. 

Conti, Gustave V., from Sm Pa., to 
191-14 110th Road, St. Albans, 

Conyers, Raymond R., from Banider Colo., to 
1127 Quari St., Aurora 8, Cole. 

Curtis, Robert F., from Santa Monica, Calif.. 
to 4041 Wilshire Bivd., Los Angeles 5, Calif. 

Daraban, George, from Detroit, Mich., to 4265 
Firestone, Dearborn, Mich. 

Davis, Jack N., from Bettendorf, Iowa, to 
Carthage, Il. 

Decker, Maurice F.,. from Glendale, Calif., to 
2086 St. Lawrence, Riverside, Calif. 

DeFord, Robert L., from Alta, Iowa, to 1021- 
23 Equitable Bldg.. Des Moines 9, Iowa 

Denlinger, Fairman L., from Paradise, Pa., to 
323 Miller St., Strasburg, Pa. 

Dight, Reardon E., from San Gabriel, Calif., 
to 1011-D S. Marguerita, Alhambra, Calif. 
Downing, Donald D., from Mesick, Mich., to 

527 N. Michigan Ave., Manton, Mich. 

Elsea, L. Earl, from 401-03 Jones Bldg., to 
1402 Santa Fe St., Corpus Christi, Tex. 

Evans, George P., Jr., from Kansas City, Mo., 
to Still Osteopathic Hospital, 725 Sixth Ave., 
Des Moines 9, Iowa 

Fortino, Charles, from Pontiac, Mich., to 3980 
Walton Blvd., Box 21, Drayton Plains, Mich. 

Fredeking, Monroe D., from 1901 N. E. 28th 
St., to 3200 N. E. 28th St., Fort Worth 11, 
Texas 

Gillson, Robert G., from Patrick Bldg., to 
Poteau Osteopathic Clinic, Poteau, Okla. 

Glass, Eli, from Los Angeles, Calif., to 15119'4 
S. Crenshaw Blvd., Gardena, Calif. 

Goldner, J. Henry, Tr., from North Hollywood, 
— to 12049 Ventura Blvd., Studio City, 
Cali 

Grow, D. H., from Kirksville, Mo., to 210 
Frisco Bidg., St. Louis 1, Mo 

Hamilton, Jane V., COPS °52; "923 N. Monte- 
rey St., Calif. 

Hartigan, John B., from 118 S. William St., to 
902 E.’Miner St. ., South Bend 17, Ind. 

Henderson, J. J., from 23 S. Fourth St., to 
217 Seventh Ave., N., Clear Lake, lowa 

Hull, Keith L., from 3003 Tieton Drive, to 
1111 Larson Bldg., Yakima, Wash. 

Jackson, William M., from Jackson, Mich., to 
803 Hartt Road, Erie, Pa. 


in treating 


elastic stockings 


provide 


UNIFORM COMPRESSION, Knitted to the shape of the leg . . . 


they provide uniform two-way compression over varying parts of 
the leg. 


COMFORTABLE TREATMENT — ATTRACTIVE APPEARANCE. 
The open toe feature eliminates backward pressure on the toes. The 
fashioned heel and instep prevents riding up the leg or into the shoe. 
Therapeutically correct, the sheerness and color of Camp Sheer-Spun 
Elastic Stockings overcomes patient resistance to wear. 


STABILITY — DURABILITY. Each strand 
of rubber has a double-thick protective 
sheath of nylon or cotton thread. This 
prevents body acids from attacking the 
rubber and lengthens the time before the 
elastic becomes fatigued with a correspond- 


| ing relaxation of compression. 


Write for informative folder 
outlining the use of elastic 
hosiery in treatment of circula- 

tory disorders. 


S. H. CAMP AND COMPANY, JACKSON, MICHIGAN 
World’s Largest Manufacturers of Anatomical Supports 
OFFICES: 200 Madison Ave., New York; Merchandise Mart, Chicago 

FACTORIES: Windsor, Ontario; London, England 
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BEFORE 


ASTHMA NOCTURNA 
ROBS HIM 
OF REST AND 
SLEEP... 


PROTECT 

THE PATIENT 

FROM HIS 
SYMPTOMS WITH... 


By elevating and maintaining 
the reaction threshold above 
the level of symptom forma- 
tion, FELSOL permits uninter- 
rupted sleep, insures a full 
nights rest. 


Samples, literature gladly. sent 
upon request. 


Please send me your booklet, BRONCHIAL AL- 
LERGIC DISEASE. . . 
also samples of FELSOL. 


and “threshold therapy"; 
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Jacobsen, Robert E., from 2661 Maryal Drive, 
Hawthorne Ave., North Sacramento 

Joye, J. B., , from Wilmington, N. C., to 
5607 McM = Ave., Philadelphia 44, Pa. 

Kane, Elliot C., from 241 N. 18th St., to 
2630A E. Lehigh Ave., Philadelphia 25, Pa. 

Kaan, Jonah R., from Youngstown, Ohio, to 
35 Main St., Struthers, Ohio 

Koontz, Effie Belle, from London, Ohio, to 
1053 Valley St., Dayton 4, Ohio 

Laitner, Fred C., from 14402 Plymouth Road, 
to 8536 Greenfield, Detroit 28, Mich. 

Lavell, Louis W., from Seattle, Wash., to 

Box 361, Kenmore, Wash. 

Leach, Jack P., from Detroit, Mich., to 1007 
Dalias Ave., Houston 2, Texas 

Levine Edward J., from 405 Grand Ave., to 
462 Forest Ave., "Dayton 5, Ohio 

Long, William D., from 3836 Wilshire Blvd., 
to Wilshire Blvd., Los Angeles 5, Calif. 

Magen, Myron from Des Moines, Iowa, to 
10024 Olmos Buse Dallas 18, Texas 

Mahaffey, Gene F., from Seymour, Mo., to 
4220 S. Broadway, Englewood, Colo. 

McCarrick, Harold L., from Los 
ane, to 4702 N. E. Terry Ave., Oklahoma 
City 5, Okla. 

McLain, William W., from 619 Townsend St., 
to 1426 E. Michigan Ave., Lansing 12, Mich: 

Melnick, Arnold, from Philadelphia, Pa., to 20 

Edgemoor Road, Melrose Park, Cheltenham, 


Miller, Walter H., from Elizabeth, N. J., to 11 
Park Place, Bloomfield, ~ 
Charles J., III, 
Calif., to 3703 
Calif. 


Mount, fr rom Los Angeles, 


. Burbank Blvd., Burbank, 


Nedelman, Jack, from 18659 Ventura Blvd., 
to 18669 Ventura Blvd., Tarzana. Calif. 

Olson, yee R., from 1785 Orange Ave., to 
. Pacific Coast Highway, Long Beach 
6, Cali 

Osten, Edwin S., from 69 Maple Ave., 
Haddon Park, Red Bank, N. J. 

Walter C., Jr., from Beach, 

to Grandin Cli inic, Grandin, Fila. 

Seta, Evangeline N., from Alhambra, Calif., 
to 1721 Griffin Ave., "Los Angeles 31, Calif. 

Petersburg, Harlan R., from 2747 S. Marsalis, 
to 813 E. Main St., Grand Prairie, Texas 

ne Henry Allan, from 12523 Third Ave., to 

2561 Third Ave., Detroit 3, Mich. 

aa ohn C., from 416 W. Fourth Ave., to 
3521 Winona’ St., Flint 5, Mich. 

Reed, William Beck, from 315 E. Normal St., 
to Kirksville Osteopathic Hospital, 800 W. 
St., Kirksville, Mo. 

Rennoe, ar J., from Columbus, Ohio, to 
Los ad eles County Osteopathic Hospital, 
1100 N. Mission Road, Los Angeles 33, Calif. 

Rogers, T. O., from 302 Exchange Realty 
— to 711 N. Fourth St., Steubenville, 

10 
., to 1303 We 
Mich. 

N. 


to 20 


1239 Fulton St., 
althy St. . S. E., Grand Rapids 


Frederick J., from Forest Hills, 
, to 16 Split Rock Drive, Kings Point, 


Scoles, | ack R,, from Los Angeles, Calif., to 
1321 Harding Way, Stockton 5, Calif. 

Scott, William, from Columbus, Ohio, to Kirk 
LA, Route 2, Media, Pa. 

Silverman, William L., from Philadelphia, Pa., 
to 117 Merion Road, Merion, Pa. 

Sloan, Vernon J., from Audubon, N. J., to 
Box 196, Quasqueton, Iowa 

one, Murray E., from Beverly Hills, Calif., 

12927 Venice Bivd., Venice, Calif. 

Pn Frank E., from Des Moines, Iowa, 
to 3111 Detroit St., Flint 5, Mich. 

Thibault, Elaine Logan, from 9830B San Ga- 
briel Ave., to 10133% San Vicente Ave., 
South Gate, Calif. 

Thomas, Robert C., from Duncan, Ariz., to 210 
S. Country Club Road, Tucson, Ariz. 

Thomsen, Frederick H., from Seaford, N. Y., 
to 1168 Justin Ave., Glendale a Calif. 

—, mil L., from Cleveland, Cte to 

. W. Seventh Ave., Miami 38, Fla. 

john C., from 12523 Third 
12561 Third Ave., Detroit 3, Mich. 

Unger, Leo F., from Brooklyn, 

aukena Ave., Oceanside, L. I., 

Wagner. William A., from 808 Jackson St., to 
1607-C Jefferson "Heights Apts., Jefferson 
City, Mo. 

Wildman, W. W., from Artesia, N. Mex., to 
Box 640, Hatch, N. Mex. 

Williams, Lee C., from 4724 Adams Ave., to 
4726 Barbarossa Drive, San Diego 15, Calif. 

Wilson, Cleo David, from Box 388, to Box 
92, Heavener, Okla. 

Woods, John M., Jr., from Titonka, Iowa, 
to Route 3, Box 533, Akron 19, Ohio 

Zipperer, William Paul, from 3814 Irvington 
ae to 10722 Westfield Road, Houston 22, 
‘exas 


to 455 
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eliminates 

these common 
menstrual discomfor's 
Le BANISHES OFFENSIVE ODOR... 


PERINEAL IRRITATION... 


UNSIGHTLY, REVEALING 
BULGES 


As evidenced by long clinical ex- 
perience, Tampax, the intra- 
vaginal guard of choice, relieves 
much of the embarrassment once 
_ accepted as inevitable during the 
“menses ... Tampax affords grati- 
fying protection, freedom from 
chafing often associated with ex- 
ernal pads and guards against 
or... Three absorbencies . . . 
Tampax Super, Regular or Junior 
‘meet varying requirements. 


_ Accepted for advertising in Publications 
of the American Medical Association 


TAMPAX INCORPORATED 
PALMER, MASSACHUSETTS 


58 
i 
| | 
\ \\ 
| 
ie | 
| 
a 


Journal A.O.A. 


YOU can perform 


with the 


KIDDE TUBAL INSUFFLATOR 


IT’S SIMPLE Easy operation of the 
office model Kidde Insufflator makes ac- 
curate information for diagnosis and 
therapy quickly available. CO is sup- 
plied in inexpensive disposable car- 
tridges which take only seconds to insert. 


IT’S SAFE Pure, filtered COz is ab- 
sorbed and eliminated quickly without 
risk of emboli and with minimum dis- 
comfort for the patient. 


IT’S CERTAIN Pressure and volume of 


COz flowing into the uterus are prede- 
termined and positively controlled by, 
gravity. Maximum pressure is 200 mm. 
Hg. Quantity of gas is limited to 100 cc. 
Rate of flow is finger-tip controlled and 
recisely indicated at all times by the 
ingeniously designed flowmeter. 


Tubings and fittings are provided for 
attaching your own manometer. A kymograph 
may be connected if desired. For instilling 
contrast media for salpingogr , the 
Kidde Opaque Oil Attachment is also available. 


Ask your dealer to demonstrate the KIDDE TUBAL 
INSUFFLATOR, or write for information to 


KEDDE few iersey 


KIDDE, TRADEMARK REG. U. S$. PAT. OFF. 
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tubal patency tests 
in your own office 


Too often the beautician, the grocer, 
friends and relatives compete with 
you in treating your patients, partic- 
ularly in recommending their favorite 
remedy for constipation. 


CHOBILE provides a solution for you 
in treating these “difficult patients,” 
because Chobile re-establishes normal 
colonic function and helps break the 
vicious laxative habit so common in 
the “‘past forty’”’ age group. 


Chobile affords a logical agg A in 
constipation of biliary origin. Each 
tabule Chobile combines dehydro- 
cholic acid with cholic acid, conju- 
gated as sodium glycocholate and 
sodium taurocholate. Cholic acid 
conjugates in the colon maintain colon 
water balance and prevent dehydra- 
tion of the stool and favor normal 
ristaltic activity. Chobile is given 
in initial dosage of 3 to 4 tabules with 
meals until a soft, putty-like stool is 
obtained. Reduce dosage accordingly. 
Begin with enema in severe cases. 


Chobile is available at pharmacies 
everywhere in bottles of 100, 500, 1000. 


Generous trial samples on request 


IRWIN, NEISLER & CO. 


MAIL COUPON TODAY 


IRWIN, NEISLER & CO. 
Decatur, Illinois Dept. A0-6 


Please send me a generous trial supply of CHOBILE. 


:D.0. 


City Zone State 
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Ziskind—Psychophysiologic 
Medicine 
By EUGENE ZISKIND, M.D. 
Clinical Professor of Psychiatry, University of Southern California 
School of Medicine; Head of Department of Psychiatry and Neurology, 


Cedars of Lebanon Hospital; Senior Attending Psychiatrist, Los 
Angeles County General Hospital 


NEW! A proper psychiatric approach to psycho- 
genic illness is now an established need of every 
physician who wishes to be of the greatest service 
to his patients. Dr. Ziskind’s technics are highly 
effective, but deliberately simplified to encourage 
the study of psychological disturbances and of effec- 
tive methods of diagnosis and treatment. The first 
of two sections is a manual of procedure which 
every physician can apply daily in his routine. The 
second section covers family and social origins of 
personality conflicts, thumb-nail differential diag- 
nosis of psychiatric disorders, potential suicides, 
symptoms of incipient schizophrenia, a comparison 
of the schools of psychiatric thought and those dis- 
eases commonly called psychosomatic. 


New. 370 Pages. $7.00 


Washington Square 


LEA & FEBIGER 
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Schroeder—Hypertensive 
Diseases: Causes and Control 
By HENRY A. SCHROEDER, M.D., F.A.C.P. 


Associate Professor of Medicine and_ Director, Hypertension Division, 
Department of Internal Medicine, Washington University School of 
Medicine, St. Louis, Missouri 


AND FOUR CONTRIBUTORS 


NEW! Probably for the first time, hypertension 
has been specifically controlled (not cured) by the 
sound medical treatment developed by Dr. Schroeder 
and his co-workers. The therapy is presented in full 
in this book. It stresses the basic biochemical and 
physical influences which are deranged in hyper- 
tension, tells how they may be recognized, and when 
and how to institute treatment. Diseases and other 
factors which cause high blood pressure are con- 
sidered in the light of hypertensive states most fre- 
quently encountered in practice. Treatment appears 
throughout, and is climaxed with three chapters 
which cover every phase of therapy, including in- 
structions on Hyphex—the first effective specific 
method developed for the medical treatment of 
hypertension. 


New. 610 Pages. 164 Illustrations and 
3 Plates in Color. 106 Tables. $10.00 


Philadelphia 6, Pa. 


save on 
_ your drug 
and supply 


mail this 


for current 
catalog 


PHYSICIANS’ DRUG & SUPPLY CO. 
Third and Callowhill Sts., Philadelphia 6, Pa. 


Please send me your Current catalog. 
NAME 


ADDRESS 
cITY ZONE STATE 


GERMICIDE —ANTIPRURITIC 


Laboratory and clinical investigations have 
proved Dermycin effective against a variety of 
skin-infecting bacteria and fungi. 
Indications for its use include: 
TINEA INFECTIONS 

(“athlete’s foot,” tinea capitis, Dhobic itch, ete.) 

PRURITUS ANI 

(of fungus origin) 


VULGARIS 


MPETIGO 
DERMATITIS VENENATA 
(as ivy, oak poisoning) 
MINOR SURGERY - 
Dermycin is so useful, so versatile, it appeals to 
specialist and general practitioner alike. 


In all cases the area must be washed with mild white soap 
and water. Dry and apply Dermycin at least twice a day, 
or as a wet dressing where indicated. 


Supplied in 1, 2, 8 and 16 fi. oz. bottles. 
(Dermycin is not advertised to the laity.) 
Write for professional sample. 


CHAL-YON CORPORATION | 
65 PINE STREET NEW YORK 5, N. Y. 
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IN TREATING 


CONSTIPATION 


due to an abnormally tight or 
spastic sphincter muscle. 
Consider the advantages of 


Drugless Dilation Therapy. 


Young's Rectal Dilators 
4 graduated sizes 
$5.50 children, 


$5.75 adults. 


Write today for reprint of article 
“Treatment of Constipation" 


F. E. YOUNG and COMPANY 
420 E. 75th St., Chicago 19, Ill. 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


A pleasant-tasting tablet...to be 
dissolved slowly in the mouth...not 
to be chewed or swallowed...made 
from milk combined with dextrins 
and maltose and four balanced non- 
systemic antacids...** 

Promptly stops ulcer pain...holds 
it in abeyance...and hastens ulcer 
healing. 

In tubes of 25 at all pharmacies. 

Physicians are invited to send for 
reprints and clinical test samples. 


*Steigmann, F.,and Goldberg, E., J. Lab. 
& Clin. Med. 42:955 (1953). 
**Mg trisilicate, 3.5 gr.; Ca carbonate, 2.0 
ty Mg oxide, 2.0 gr.; Mg carbonate, 
.5 gr. 


HORLICKS CORPORATION 


rmaceutical Division + RACINE, WISCONSIN 


TOUGH CUSTOMER 


THRIVES ON ROUGH 
TREATMENT 


WATER BUFFALO 
HIDE 


ONLY 100 AVAILABLE 


Tough is the word for it! The manufacturer 
had just enough of this nasty brute’s hide 
to make up 100 bags for us—not enough to 
put into his regular line. Russet brown 
color. Buffalo grain. Fully lined with 
heavy, washable vinyl. Bottle pad loop and 
full length pocket inside. 16” length. 


As to workmanship—you won't beat it in 
a $25.00 bag. Extra strong seams, no rough 
edges. Adjustable latch, Comfortable 
handles. A bag you'll be proud to own. 
Remember, just 100 avail- 

able! Order today—if it’s $1 29> 
not all we say it is, return 

for refund. Cat. No. MW 13047 


MEDICAL - SURGICAL SUPPLIES SINCE 1837 


609 COLLEGE STREET 
CINCINNATI 2, OHIO 
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For The First Time! 


ANESTHESIOLOGY 


By 40 American Authorities 


Edited by DONALD E. HALE, M.D., Head, 
Department of Anesthesiology, Cleveland 
Clinic, Cleveland, Ohio 


TABLE OF CONTENTS 


Physiology in Anesthesia—Hoff, Breckenridge 

Pharmacology—Robbins 

Pathology (Complications)—Wasmuth 

Selection of the Anesthetic—Faulconer, Lundy 

Preanesthetic Preparation and Medication— 
Nicholson 

Management of the Anesthesia—Knit, Tarrow 

Liquid Anesthetics—Shields, Gordon 

Nitrous Oxide—McCarthy 

Ethylene—W oodbridge 

Cyclopropane—Taylor 

Endotracheal Anesthesia and Anesthesia for 
Heart Surgery—Hale 

Intravenous Anesthesia (Pentothal Anes- 
thesia)—McCuskey, Roman 

Intravenous Procaine—Winter 

Rectal Anesthesia—Livingstone 

Topical Anesthesia—Tovell, McMillen, Steven 

Conduction Anesthesia—Hale 

Spinal Anesthesia—W hitacre 

Continuous Spinal Anesthesia—Tuohy 

Continuous Caudal Anesthesia—Hingson 

Epidural Anesthesia—Haugen 

Curare & Other Muscle Relaxants—Cullen, 
Brotman 

Anesthesia in Obstetrics—Sankey 

Pediatric Anesthesia—Bourne, Stephen 

Anesthesia for Intra-Thoracic Surgery—Hale 

Anesthesia for the Poor-Risk Patient—Mousel 

Management of Anesthetic Emergencies— 
Apgar 

Refrigeration Anesthesia—Lorhan 

Control of Pain—Alexander 

Resuscitation—Kreiselman 

Inhalation Therapy—Saklad 

Blood and Blood Substitutes—Seldon 

Anesthesia Records—Saklad 

Fires and Explosions—Hickcox 


770 pages 149 illustrations 


F, A. DAVIS CO., Publishers 


F. A. DAVIS CO., 1914-16 Cherry St., Phila. 3, Pa. 
Please send postpaid and charge my account 
ANESTHESIOLOGY by Hale, $15.00 
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Literature 
Sold by 


The American Osteopathic Association 
212 E. Ohio St., Chicago 11, Illinois 


VOCATIONAL 
THE OSTEOPATHIC PROFESSION & ITS COL. 
LEGES 


By Lawrence W. Mills, Vocational Director of the Ameri- 
can Osteopathic Association. 32 pages and cover, $38.00 
per 100. 40c ea. 


OSTEOPATHY 


One of a series of guidance leaflets by Walter J. Greenleaf 
(U. S. Office of Education). 12 pages, $7.00 per 100; 8c ea, 


EDUCATIONAL SUPPLEMENT 

An annual summary and analysis of Osteopathic Education. 
Contributed by Office of Education of the American Ostvco- 
pathic Association. $9.00 per 100; 10c ea. 


THE OCCUPATIONAL OUTLOOK FOR OSTEO. 
PATHIC PHYSICIANS 

Reprinted from the “Occupational Outlook Handbook,” 

Bulletin 998, published by the Bureau of Labor Statistic cs 

of the United States Department of Labor, in cooperation 


with the Veterans Administration, 1951. 4 pgs. $4.00 per 
100; 5c ea. 


EDUCATIONAL STANDARDS FOR OSTEOPATHIC: 
COLLEGES 


Issued by Bureau of Professional Education and Colleges 
of the American Osteopathic Association. 8 pgs. and cover. 
$9.00 per 100; 10c ea. 


OSTEOPATHIC EDUCATION 


By Russell C. McCaughan, D.O. Reprinted by peremiacion 
from Higher Education, December, 1953. U. S. Office of 
Education, 12 pgs. $14.00 per 100; 15c ea. 


GENERAL 


A BRIEF HISTORY OF OSTEOPATHY 
24 pgs. 4% x 7%. $9.00 per 100; 10c ea. 


INTRODUCING THE AMERICAN OSTEOPATHIC 
ASSOCIATION 
The story of the Association, its purpose, growth and 


development, headquarters offices and personnel. 12 pgs. 
$14.00 per 100; 15c ea. 


OSTEOPATHIC aes AT THE NA- 
TIONAL LEVE 

Laws and decisions giving recognition to osteopathy by 

the Federal Government. Compiled by the American Osteo- 

pathic Association. Excellent for legislative and public 

relations purposes. 7 x 10 loose leaf. $22.00 per 100; 25c ea. 


ABSTRACT OF LAWS GOVERNING THE PRAC- 
TICE OF OSTEOPATHY 


A 24 pg. digest of the qualification for practicing osteopathy 
in each state and rights and /privileges granted. $18.00 per 
100; 20c ea. 


A DOCTOR LOOKS AT MEDICINE 

By Doctor Stephen A. Sheppard, 8 pgs. and cover. $12.())) 
per 100; 15c ea. 

OSTEOPATHY—A SCHOOL OF MEDICINE 

By Dr. John R. Pike. 8 pgs., and cover. 12c each. $11.0 
per 
THE OSTEOPATHIC PROFESSION 


Answers a good many questions people may ask regarding 
osteopathy. Fits a small sized envelope—can be mailed wit!) 


your statements, 2%c each, $2.50 per C 
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You Can® 


Prescribe 


BACK SUPPORTS 


with | | 
Confidence 


By working closely with the medical pro- 
fession for over 60 years, Freeman has de- 
veloped a complete line of surgical sup- 
ports. From this line you can select and 
prescribe with complete confidence in the 
suitability of each garment for its purpose, 
in the quality of its construction and in 
the comfort it will give the wearer. 


Freeman corset-type back supports are 
made in models which provide supportive 
and conservative measures in any required 
degree to almost complete immobilization. 
The great advantage of this type of gar- 
ment is that it can be worn comfortably while 
sitting, standing or lying. In addition to cor- 
rect design and fine construction, Freeman 
supports embody many improvements to 
increase comfort and convenience for the 
wearer. For example, linings and stay 
covers are cushioned for comfort. All side- 
laced back supports have Freeman's ex- 
clusive self-smoothing, non-wrinkle fly. 


Mail coupon for details of Freeman qual- 
ity features and free reference catalog. 


FREEMAN MANUFACTURING COMPANY 
Dept. 606, Sturgis, Michigan 


Please send details on new Freeman features and 
include free pocket-size reference catalog. 


Name. 


Address 


City. State 


1 
\ 
\ 
| 
| / | 
| 
| FOR MEN FOR WOMEN 
| 


PLEASE MENTION THE JOURNAL WHEN W’RITING TO ADVERTISERS oo A.O.A. 
une, 1954 


= 


S | | | 
righty 


) surgical operating table 


New Table / 


Important Advance / 


table top can NOW 
be lowered to — 


27° 


For convenient approach to the operative site 
throughout the posturing category. 
Write Dept. SM-6 for complete catalog 
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therapy. “Premarin” complex) no 
Produces prom fying and 
“sense of well-bel ++ imparts no odor, 
estrogenic substances (water- 

is supplied in tablet and ]j 


ears after, 


Itof estrogen 
pt symptoma i 


t only 
distinctive 
“Premarin” 


New York, N. Y. 
Montreal, Canada 
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: For every patient who Presents such Obvious menopausa| Symptoms as 
: hot flushes, ther. will be another with symptoms equally distressing but not so 
4 clearly defined; arthralgia ;; well as insomnia, headache, easy fatigability, 
; are good examples, F requently these Symptoms are due to declining ovarian function 
. but are not so recognized because they may occur Jono he 
; menstruation 
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BEFORE 
TREATMENT 


ECZEMATOID DERMATITIS 


AFTER 10 DAYS’ 
TREATMENT 
WITH 

VIOFORM 


(LODOCHLORHYDROXYQUIN CIBA) 


Despite the diagnostic complexities of 

the many forms of eczema—acute, 

subacute, chronic, infectious, etc., treatment 

with Vioform Cream or Vioform Ointment 

is uniformly simple, convenient, and, 

above all, consistently effective. Vioform 

has been termed “one of the best antieczematous, 
mildly soothing . . . remedies.”’* 


Issued: Vioform Cream 3% and Vioform 
Ointment 3%, 50-Gm. tubes, 1-lb. jars. 
Ciba Pharmaceutical Products, Inc. 
Summit, N. J. 

*Sulzberger, Marion B., and Wolf, J.: Dermatologic 


Therapy in General Practice, ed. 3, Chicago, 
Year Book Publishers, Inc., 1948, p. 107. 
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